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ORIGINAL COMMUNICATIONS. 


THE VALUE OF SCARLET RED IN OPHTHALMIC AND AURAL WORK. 


BY J. ALLAN, M.D., D.P.H., 
Liverpool Eye and Ear Infirmary, Liverpool, England. 


Scarlet red has within the last few years 
come to be employed for therapeutic pur- 
poses, and each year its value in various 
conditions is being more generally recog- 
nized. Its main action would seem to be to 
stimulate the growth of epithelium and to 
aid epithelial proliferation. In the THERA- 
PEUTIC GAZETTE of August 15, 1912, Dr. 
W. O. Nance testifies to its value in eye 
cases of various kinds, and his enthusiastic 
advocacy of the remedy ought to do much 
to bring it under the notice of his medical 
confréres. Having had the opportunity 
during the past eighteen months of making 
use of scarlet red in ophthalmic cases, I can 
indorse Dr. Nance’s views regarding its de- 
cided usefulness in this branch of work. 
Perhaps some observations on cases in 
which I have seen this remedy tried may 
not be without interest. 

The first eye cases which I submitted to 
treatment with scarlet red were cases of 
corneal abrasions of traumatic origin. I 
see many cases of this nature, and the his- 
tory one obtains is generally as follows: 
The patient gets a foreign body into his 
eye when following his occupation, and a 
fellow workman who has the reputation of 
being skilful at removing such foreign 
bodies proceeds to operate with a match 
which has been sharpened at one end. He 
may or may not succeed in extracting the 
foreign body. Frequently after these some- 
what crude though well-intentioned efforts 
to remove the foreign substance the pa- 


tient finds his eye so uncomfortable that he 
seeks medical advice, in the belief that the 
foreign body is still present. On examina- 
tion it may be found that the emery or 
other substance has been removed, but that 
there is an abrasion of the cornea. Some- 
times, however, part of the foreign body is 
left, and all around the cornea has been 
denuded of epithelium. The damage done 
is often very extensive, and | have seen 
some cases in which the greater part of the 
cornea has been scratched and scraped in 
the attempt at removal of a foreign body. 
All that can be said under such circum- 
stances is that the condition of the eye 
bears ample testimony to the energy dis- 
played by the operator in digging out the 
foreign substance. It is really not surpris- 
ing that this is so, because it must be re- 
membered that the eye has not been co- 
cainized. To keep quite still an eye which 
has not been anesthetized requires a very 
strong mental effort—an effort, moreover, 
which few people seem capable of making. 
If the eye then is constantly on the move it 
is easy to understand how the cornea comes 
to be abraded. In treating such cases the 
application of a scarlet red ointment is most 
serviceable, and healing quickly takes place. 
The scarlet red undoubtedly seems to stim- 
ulate epithelial growth and to hasten regen- 
eration of the denuded cornea. In uncom- 
plicated cases, in which the damage has not 
been excessive, one application of the oint- 
ment will probably suffice, and in twenty- 
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four to forty-eight hours the cornea ought 
to be healed. 

If the patient delays going to a medical 
man until some days after the injury, a 
sloughing condition is frequently present, 
and there may be actual ulceration. The 
scarlet red ointment here again may be pre- 
scribed with benefit. In other eye injuries, 
such as wounds of the cornea, burns of the 
cornea, abrasions and wounds of the con- 
junctiva, etc., this medicament is also 
indicated. 

But it is not merely in conditions due to 
injury that scarlet red answers well. In 
corneal ulcers due to disease it may advan- 
tageously be prescribed, and I have seen 
some cases of this nature, which had re- 
sisted the usual remedies, heal after scarlet 
red ointment had been applied. I may 
quote the case of an old man, seventy years 
of age, who came under observation for a 
sloughing corneal ulcer with hypopyon. A 
radial incision with evacuation of the hypo- 
pyon was practiced. Frequent lavage with 
perchloride of mercury lotion, 1 in 8000, 
instillation of atropine drops and quinine 
drops, and the application of iodoform oint- 
ment, were the remedies applied. The con- 
dition of the eye improved up to a certain 
point under this treatment, but then re- 
mained in statu quo. Scarlet red was then 
ordered, with marked success. In another 
case, a girl of fourteen came under treat- 
ment for a recurrent attack of keratitis, a 
central spot in the cornea showing deeper 
ulceration. Under atropine ointment to the 
eye and the internal administration of cod- 
liver oil emulsion (the patient being of 
strumous constitution) the condition was 
much ameliorated, but the healing of the 
central spot referred to remained in abey- 
ance. With the exhibition of scarlet red 
ointment healing took place within a .week. 

Regarding the use of scarlet red in heal- 
ing injuries where there has been loss of 
integument in the vicinity of the eye I have 
not had much experience. I can only speak 
of one case in this respect. This was a case 
of wide-spread rodent ulcer, in the radical 
removal of which there was great loss of 
skin tissue. A large granulating surface 


was left, and the application of scarlet red 
ointment undoubtedly assisted the process 
of healing, and thus materially lessened the 
area uncovered by skin. 

But there is another class of cases in 
which I have found scarlet red ointment of 
value. I refer to granulating postaural 
wounds in acute mastoid disease. After 
opening into an acute mastoid from behind 
one often leaves the postaural wound open 
and allows it to granulate; or if the radical 
mastoid operation has been completed in 
such a case and the wound behind the ear 
is sutured, it not infrequently happens that 
the wound subsequently breaks down, leav- 
ing a granulating surface to heal up. A 
scarlet red dressing in such cases is excel- 
lent, and has afforded me good results. The 
ointment spread on gauze or lint is placed 
over the edges of the wound. I am con- 
vinced that epidermic growth is thus stimu- 
lated and that the time taken to unite this 
breach of continuity of the skin surface is 
by this means much curtailed. 

The ointment used in eye cases is one per 
cent scarlet red in vaselin or vaselin and 
lanolin equal parts. It is freshly prepared 
for each case. A minute portion is placed 
on the conjunctival surface of the everted 
lower lid; then a pad is applied to the eye 
and secured with a bandage. This is re- 
peated once daily or every other day. The 
use of atropine or other remedies must be 
carried out if indicated; the scarlet red is 
an accessory treatment. Dr. Nance says he 
has seen no ill effect. I have not been quite 
so fortunate, for I have noted a little irrita- 
tion in a few cases, which has been evi- 
denced either by a little localized erythema 
or by slight lacrimation. None of my pa- 
tients have made any complaint of pain or 
marked discomfort accruing from its use. 
For the dressing of granulating surfaces a 
stronger ointment (2 to 4 per cent) may 
be used, and it should be applied as indi- 
cated above. From my results with this 


remedy I have no hesitation in saying that 
it is of undoubted utility in ophthalmic 
work, and I can conscientiously echo Dr. 
Nance’s words, that “in scarlet red we have 
a safe therapeutic agent of value.” 











PAINS SUGGESTIVE OF RHEUMATISM, AND THEIR TREATMENT. 


BY CHARLES P. HENRY, M.D., READING, PA. 


It is more or less common practice when 
a patient enters a physician’s office and 
complains of some indefinite pain to tell 
him that he has simply rheumatic neuralgia 
and prescribe full doses of the salicylates, 
and allow the patient to depart without in- 
quiring deeply into what these pains may 
really mean. 

The point I wish to make is that every 
pain which superficially resembles rheuma- 
tism is on closer examination found to be 
far from rheumatic, and antirheumatic 
treatment is not indicated. 

It is not my purpose in this paper to enter 
into a discussion as to the etiology of rheu- 
matism, but rather to discuss those pains 
which are not rheumatic at all, but are 
oftentimes diagnosed as such. 

The cases cited are actual experiences 
and are not mistakes of ignorance, but arise 
from lack of careful history-taking and 
physical examination. 

As we all know, pain does not always 
occur at the seat of trouble, but may be 
felt at some distant point. These are known 
as referred pains, and are due to the ner- 
vous communication between the inflamed 
part and a distant area; and this is the cause 
of the confusion in making the diagnosis. 
Of course, the patient complains of the pain 
where it is felt, but we as diagnosticians 
must find the basal condition causing the 
pain. 

The first case I have in mind was treated 
for rheumatism, but was in reality a patient 
with pes planus. The common procedure 
is as follows: He comes into the office com- 
plaining of pain in the knee—not very se- 
vere, it may be, but still annoying. We 
may or may not examine the knee, and 
finding no objective symptoms prescribe 
some salicylates and let him go. Needless 
to say he does not improve, but goes to 
some other physician, and the patient is 
lost. 

Flatfoot is productive of much pain upon 
standing or walking, but the pain is quickly 
relieved by sitting down. Walking on the 


toes is not painful, and a great deal of the 
pain complained of is situated in the knee- 
joint. Hence it is easy to see that note- 
taking even in minor affections is very 
important. For in this case the man was a 
letter-carrier, and his occupation gave a 
clue to the diagnosis immediately. 

The pain of coxalgia is often felt on the 
inside of the knee, because the obturator 
nerve, which sends a branch to the ligamen- 
tum teres, also sends a branch to the inte- 
rior and to the inner side of the knee-joint. 
Thus the attention of the diagnostician is 
directed toward the knee-joint instead of 
the hip-joint, which is the basis of the 
trouble. Therefore any treatment which 
the physician may direct will be futile unless 
he treats the hip. 

Although double congenital dislocation 
of the hip-joint is not a very common con- 
dition, still the case I have in mind is an 
authentic one. The patient was treated by 
several physicians for rheumatism and took 
an excess of salicylates. The reason why 
the case was not diagnosed correctly was 
not through any lack of knowledge, but 
simply carelessness and lack of physical 
examination. On physical examination the 
head of the femur was felt on the ilium, 
and the diagnosis was clinched by a skia- 
graph which showed a double luxation and 
complete atrophy of both acetabula. 

Pelvic tumors are sometimes. associated 
with pain down both thighs posteriorly, and 
the erroneous diagnosis of double sciatica 
is made. The pain is produced by pressure 
on the pelvic plexus of nerves and is re- 
flected along the two sciatic nerves, and 
hence felt in the legs. In a condition of this 
kind one can easily see how useless it is to 
give antirheumatic drugs, and the only cura- 
live remedy is to make a proper diagnosis 
and remove the causative condition. 

Lightning pains of tabes dorsalis occur 
in nine-tenths of all cases and are generally 
felt in the legs. The pain does not corre- 
spond to the distribution of nerves, nor does 
it affect the joints. In order to make a cor- 
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rect diagnosis here, we need a very careful 
history and minute physical examination. 

Arteriosclerotic patients are generally 
well on in years and will complain of 
cramps and numbness in the legs, which 
are due probably to delayed circulation or 
a spasm of the arteries, and is analogous to 
the pain in the chest due to angina pectoris, 
although, of course, the pain is felt in a 
milder degree. 

It is only necessary for me in passing to 
say that pain under the right scapula may 
mean gall-bladder disease, and that pain in 
the lumbar region may mean renal calculus 
instead of lumbago. 

In children various conditions are mis- 
taken for rheumatism. In infantile scurvy 
the swelling, immobility, and extreme ten- 
derness of the limbs accompanied by a 


slight fever simulate articular rheumatism. 
However, the differentiation is made by the 
periosteal position of the swelling, generally 
limited to the long bones, and the other 
diagnostic points of scurvy. 

In acute anterior poliomyelitis the early 
stage is often mistaken for rheumatism. The 
distinctive point is the extreme flaccidity 
of the muscle. The affected limbs are limp 
and fall loosely, with drooping of the toes. 
The tenderness is diffuse and in general not 
confined to the joints and tendons. 

Pott’s disease is often first detected by the 
child complaining of bilateral pain in the 
legs, which occurs in dorsal and lumbar 
caries, and it is said that chronic bilateral 
abdominal pain is very diagnostic of Pott’s 
disease. 
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TIC AND SPASM OF THE FACE; DIFFERENTIAL DIAGNOSIS; TREATMENT; 
EFFECT OF ALCOHOLIC INJECTIONS. '! 


BY ALFRED GORDON, M.D., PHILADELPHIA, 
Neurologist to Mount Sinai, Northwestern General and Douglass Memorial Hospitals. 


Among various morbid movements of the 
muscles of the face, tic and spasm are the 
most frequent. These two terms are not 
infrequently confounded and one affection 
diagnosed instead of the other. It will be 
brought out later that such a confusion 
leads to the most undesirable practical re- 
sults. On the other hand, if the nature of 
the two diseases is properly recognized, 
considerable benefit may be derived from 
an appropriate treatment. 

In order to understand pathological mus- 
cular movements, let us consider the physi- 
ology of the movements as they are ob- 
served in an infant and during the growth 
of the latter. An infant, when touched or 
pinched, immediately removes the touched 
limb. If this is continued, he moves other 
parts of the body, becomes agitated, and 
screams, but he does not make an effort 
with the other limbs to remove the irritating 
object. The infant in such an experiment 
resembles a decapitated frog. When a drop 
of sulphuric acid is placed on one leg, imme- 


1Read before the College of Physicians, Nov. 6, 1912. 


diately a movement of the same limb fol- 
lows. When the irritation continues, the 
other leg will contract and the whole body 
becomes agitated. In the case of the de- 
capitated frog as well as in the infant we 
deal with purely a spinal reflex. The infant 
is therefore, speaking figuratively, a spinal 
being ; it possesses only spinal reflexes. Here 
the motor reactions are accomplished with- 
out the aid of the will and the cerebral cor- 
tex takes no part in them. The same remark 
is applicable to other movements or func- 
tions. Suction, for example, is also a plain 
reflex act; it is produced as soon as the lips 
come in contact with. the nipple of the 
mamma. The brain is not in control. So 
it is with the respiration, as soon as the air 
strikes the mucous membrane of the res- 
piratory passages; it is a pure bulbar reflex. 
As the physiological connection between the 
brain, medulla, and spinal cord is not yet 
established, the infant is unable to control 
or modify any of these movements or func- 
tions. Gradually, with the growth of the 
child, the physiological associations become 
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established and the cerebrum gains control 
over movements and function. We then 
witness the voluntary movements of the 
child to remove from him any cause of irri- 
tation or pain. He learns how to execute 
complicated movements. If in an adult we 
observe continuously automatic movements 




















Fic. 1.—Facial spasm on left side. 


which are accomplished by him without the 
apparent interference of the will, such as 
walking, spitting, etc., it is because of a pre- 
vious continuous repetition of the acts— 
acts which are done with one certain pur- 
pose. This so-called automatism could 
never be acquired without prolonged motor 
education, which on the other hand could 
not be obtained without the aid of the will, 
and always in a certain and precise direction. 

These few physiological considerations 
lead to the following conclusions: Motor 
reactions may be of two kinds—one, simple 
spinal reflex on which the will has no in- 
fluence; the movements do not possess 
the character of systematization or codrdi- 
nation. The others are codrdinate and are 
executed for a certain functional purpose, 


but may be modified or controlled by the 
will. 

To the first group belong spasm, to the 
second tic. 

Tic of the Face.—Tic is characterized by 
a sudden and abrupt contraction of one or 
several muscles. As these are invariably 
the same, and,-as I said above, they are co- 
ordinate and are always executed for a cer- 
tain functional purpose, the question nat- 
urally arises, Why does such a movement 
repeat itself and where is the purpose of it? 
The answer to this question will be found 
in the genesis of tic. A close examination 
will reveal the fact that originally the move- 
ments of tic were made for a certain good 





Fic 2.—Facial spasm on the right side. 


reason and under the influence of the will. 
For example, a foreign body accidentally 
penetrates under the eyelid. Irritation is pro- 
duced. The individual closes and opens the 
eyelids. He endeavors to get rid of it. 
Finally the body is removed. In normal 
conditions this is the end of the trouble. 
But certain individuals continue to repro- 
duce the sensation of the foreign body. 
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They will repeat the act of closing and 
opening the eye. Gradually they forget the 
original trouble. They are satisfied with 
the act of repeating the eye movements. It 
becomes a habit and the movement becomes 
automatic. While at the beginning the 
movements were logical and reasonable, 
now they are superfluous. They constitute 
tic. It is evident that the original move- 
ment of tic is always an intentional act ne- 
cessitated by a special cause: either a pain- 
ful sensation or some other disturbance in 
one particular spot produces a voluntary 
and coordinate act, which disappears with 
the disappearance of the irritating factor in 
a normal individual, but persists in a person 
whose mental make-up is abnormal. The 
latter, fearing the continuance of the orig- 
inal cause, endeavors at first to make sure 
that it ceases to exist. He tries to find it, 
and to accomplish this he has recourse to 
all sorts of gestures until he succeeds. He 
derives satisfaction from experiencing again 
the original sensation. While the act is co- 
ordinate and systematic, nevertheless it is 
unusual, illogical, because it is executed long 
after the original cause has disappeared ; 
the act of closing and opening the eye is 
being produced in spite of the absence of 
the foreign body. It is evident that we deal 
here with an abnormal physical phenome- 
non, and with a mentally unstable individual. 

That a psychic element is predominant in 
tic can be seen also from the singular satis- 
faction the individual experiences from in- 
dulging in tic movements after he makes an 
effort to arrest or prevent them for a cer- 
tain time. Moreover, the patient’s will can 
to a certain extent inhibit the tic move- 
ments, but unfortunately the efforts of his 
will are meager and short in duration. A 
close examination of such individuals will 
reveal invariably a history of instability, 
emotionality, affectivity, great variability of 
ideas, sometimes eccentricity or bizarre 
activities. 

As a last characteristic physical diagnos- 
tic element of tic we find that the muscular 
contractions in tic of the face do not corre- 
spond to a well-defined anatomic distribu- 
tion of a certain nerve supply. This is an 


important feature, as it enables one to dif- 
ferentiate the disease from facial spasm. 

Facial Spasm.—Unlike the tic, the spasm 
does not present a reproduction of a pur- 
poseful physiological act. It consists of a 
motor reaction following irritation of any 
part along the spinal reflex arc. It is strictly 
confined to the area of distribution of the 
facial nerve. 

The muscular contractions in spasm may 
be of two kinds—either coarse or fascicu- 
lar. At the time the spasm occurs in one- 
half of the face, the muscles may contract 
either rapidly and produce the fascicular 
contractions, or more slowly and present 
the coarse variety. In the first there will 
be no wrinkles, in the latter case deep wrin- 
kles will be seen. 

The movements in facial spasm are strict- 
ly confined to the area of distribution of the 
facial nerve, in contradistinction to tic, 
which does not correspond to a well-defined 
automatic distribution of a nerve. The 
muscles supplied by the upper facial nerve 
alone may be involved, and then we observe 
a contraction of the musculus frontalis and 
of the orbicularis palpebrarum; or else the 
lower facial nerve is irritated and the mus- 
cles of the lower part of the face are con- 
tracted, also those of the neck on the corre- 
sponding side. We have seen above that 
the twitching in tic is an exaggerated nor- 
mal movement made originally with a cer- 
tain object in view, such as the winking of 
an eye, etc. In spasm, on the contrary, the 
twitching is illogical and without any rea- 
sonable expression; it does not resemble in 
the least any ordinary mimicry of the face. 

The characteristic appearance of the face 
during a spasm can be described as follows: 
The forehead is wrinkled, the orbicularis 
palpebrarum closes the eye; there is a sim- 
ultaneous contraction of the frontalis and 
orbicularis palpebrarum. This phenomenon 
Babinski gave the name of paradoxical 
synergia. He calls it paradoxical, as nor- 
mally when the frontalis is wrinkled the 
orbicularis palpebrarum cannot close the 
eye, or when the orbicularis is contracted 
and closes the eye the frontalis cannot con- 
tract and raise the forehead. The angle of 
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the mouth is drawn either laterally or ele- 
vated according to the mode of muscular 
contraction (see illustrations). In the fas- 
cicular spasm there is only a lateral devia- 
tion; in the coarse spasm there is a lateral 
and upward deviation of the angle of the 
mouth. The nose is curved in the direction 

















Fig. 3.—Left facial palsy induced by injection of alcohol 
into left facial nerve. 


of the spasm; the nasolabial fold on the af- 
fected side is deeper than on the normal 
side. The chin presents a depression on the 
side of the spasm. Another characteristic 
feature of spasm is its occurrence during 
sleep. The will has no inhibitory power 
and therefore cannot arrest an attack. The 
opposite condition we find in tic. We have 
seen above that a psychic element plays a 
certain role in tic. The latter does not occur 
during sleep and can be controlled to a cer- 
tain extent by cerebral interference. Be- 
sides, we have seen that the genesis of tic 
is really mental (Gewohnheitskrankheit). 
The pathogenesis of facial spasm is dif- 
ferent from that of tic. It was mentioned 
above that a spasm is strictly confined to 


the area of distribution of the seventh 
nerve. A stimulation of any portion of this 
nerve or of its nucleus, or else of the sen- 
sory fibers of the fifth nerve, will produce 
a spasm. The transmission of an irritation 
through the sensory fibers of the fifth nerve 
to the motor fibers of the seventh means 
establishment of a reflex arc. An irritation 
of the cornea or of the palpebral mucosa 
will produce a spasm of the orbicularis pal- 
pebrarum muscle. Bouchaud (Revue Neu- 
rologique, 1908, p. 901) observed a patient 
in whom a dental disorder developed a tri- 
geminal neuralgia. Each attack of pain was 
followed by convulsive movements of the 
face. Here the seventh nerve was intact, 
but the fifth nerve was involved through a 




















Fic. 4.—Right facial palsy induced by injection of alcohol 
into right facial nerve. 


carious tooth. The stimulation was here 
transmitted from the fifth nerve to the mus- 
cles of the seventh nerve. An irritation 
therefore of any portion of the reflex arc 
is apt to produce facial spasm. In the ma- 
jority of cases, however, an irritation of the 
seventh nerve alone is the cause of facial 
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spasm. It can be demonstrated by the di- 
rect electrical stimulation of the nerve. 
Moreover, it is quite common to observe a 
facial spasm following a facial palsy of long 
standing. In such cases there must be some 
localized irritating or destructive lesion of 
the seventh nerve. In A. Thomas’s two 
cases (Revue Neurologique, 1907, p. 1273) 
there were neuromata directly on the facial 
nerve. 

Treatment.—In view of a different path- 
ogenesis of the two affections studied here 
the treatment must logically differ. It was 
mentioned above how much tic was asso- 
ciated with the patient’s cerebral functions, 
especially how it originated from the repeat- 
ed mental operations. It stands to reason 
that the treatment of the acquired habit of 
convulsive movements should be directed 
toward the patient’s psyche. He should be 
taught a mental discipline which should 
enable him to overcome by the efforts of his 
own will the ill-directed habit. Two pro- 
cedures, one following the other, can be 
utilized for that purpose. One can be 
called voluntary immobilization of the af- 
fected muscles; the other movements of the 
immobilized muscles. 

The first method consists of a systematic 
and regularly practiced effort to immobilize 
the face. This training is done daily, at 
first for a brief period—only for a few sec- 
onds, two or three times a day. Later the 
duration of each individual exercise is in- 
creased, but this must be done very grad- 
ually. Haste in the treatment will meet with 
failure. If the patient is an adult, he can 
be taught how to exercise himself. I am 
in the habit of advising the patient to place 
himself before a mirror and observe his im- 
mobilization exercises. In the case of a 
child, the procedure must be in charge of a 
trained person. When the person becomes 
proficient in immobilizing his face, at com- 
mand or at his own will, the second method 
is then taken up. It consists of voluntary 
contractions of the affected muscles of the 
face. The patient is directed to produce 
slow, regular, and correct movements of the 
face. Here again the exercises must be 
very brief, but frequently repeated. The 


séances must gradually increase in fre- 
quency and duration. The mirror again 
can be utilized to great advantage. In this 
procedure particular slowness is very essen- 
tial. In both methods patience and persist- 
ence are the necessary requisites. Satisfac- 
tory results follow only after prolonged and 
repeated trials. The treatment is undoubt- 
edly tedious and frequently discouraging, 
but with perseverance and enthusiasm the 
patient will eventually overcome the dis- 
tressing affection. As to drug treatment, 
it is useless. It is well to bear in mind that 
tic usually occurs in individuals with pecu- 
liarly constituted nervous systems (see 
above). 

It is therefore advisable to strengthen the 
latter, to surround the patient with an exist- 
ence free from excitement and worry, to 
forbid stimulants, including tea and coffee, 
to advise the proper hygiene and the proper 
mode of living. Electricity has been advo- 
cated for the treatment of tic by some 
authors, but in my experience it is a useless 
procedure. 

The treatment of facial spasm in view of 
its different pathogenesis will be totally dif- 
ferent from that of tic. We have seen 
above that in the majority of cases the 
spasm is caused by some irritation of the 
peripheral nerve trunk of the seventh nerve. 
It has been observed that injections of ethyl 
alcohol directly into the nerve removed the 
exceedingly distressing, although not pain- 
ful, affection of the face. The method con- 
sists of injecting with an ordinary hypoder- 
mic syringe into the facial nerve in the 
stylomastoid foramen five minims of 80- 
per-cent solution of alcohol. The injection 
is done without a preliminary localized an- 
esthetic. Anatomic knowledge of the exit 
of the nerve from the foramen is essential. 
As a point of departure, the end of the mas- 
toid process can be taken. The foramen is 
situated in front and inward of the process. 
Striking the nerve with the needle is not an 
easy matter. Sometimes it requires many 
injections before the nerve is caught. In 
the case of the man (see illustration) twelve 
attempts were made vainly, and only the 
thirteenth was successful. A successful in- 
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jection means an immediate facial palsy and 
immediate disappearance of the spasm. If 
after an injection there is no deviation of 
the face, we have met with a failure. The 
paralysis is clearly of peripheral type: the 
upper as well as the lower branches of the 
facial nerve are involved. The injections 




















F ia. 5.—Recoverylfrom facial palsy. 


are followed by a certain amount of tender- 
ness in the injected area which may last for 
weeks, but there is no actual suffering. The 
facial palsy resulting from a successful al- 
coholic injection is not permanent. It is 
advisable not to interfere with the artificial- 
ly produced palsy for a period of four or 
six weeks, at the end of which time elec- 
trical stimulation of the palsied muscles may 
commence. It should be done the same as 
in any ordinary case of Bell’s palsy, viz., 
daily stimulation of ten or fifteen minutes’ 
duration, at first with galvanism, and later 
with faradism. The palsy usually lasts 
about three months. 

My personal experience with eleven cases 
of alcoholic injections into the facial nerve 
for treatment of hemispasm has given me 


highly satisfactory results. In three cases 
I have had a recurrence, but only after one, 
two, and three years. In these the recur- 
rent spasm has been by far less pronounced 
than before the injections of alcohol. Atl 
the three patients declined repeated treat- 
ment, and presently the twitching in every 
one of them became extremely slight. Three 
patients submitted themselves to a second 
injection, and so far, after a period of nine, 
sixteen, and twenty months respectively, 
there has been no recurrence. Five remain- 
ing patients had only one injection, and so 
One of 


them has been under observation almost 


far there has been no recurrence. 














a 





Fic. 6.—Recovery from facial palsy. 


three years, and no trace of spasm has been 
noticed yet. 

The conclusion to which these observa- 
tions naturally lead is that the procedure of 
alcoholic injections into the facial nerve is 
the most satisfactory of all therapeutic 
measures known at present. In spite of 
possible recurrences in some cases one may 
have recourse to a second and even to a 








10 THE THERAPEUTIC GAZETTE. 


third injection. In some cases a single in- 
jection is apt to remove the twitching for a 
period of even three years, as it can be seen 
from my experience. The method is there- 
fore to be recommended and urged. Be- 
sides the esthetic feature of the condition, 
the affection is very distressing, and it may 
interfere with talking or masticating food. 
If a simple procedure may give relief for a 
period of months, or for years, it should 
be applied to every case of facial spasm. 
It should be borne in mind that only a 


genuine facial spasm can be treated with 
alcoholic injections, as the localized irritat- 
ing factor is the seventh nerve. The treat- 
ment cannot certainly be applied to tic, as 
the genesis of the disease is not in the facial 
nerve but in the patient’s psyche. It, there- 
fore, must be treated by psychic measures 
and not by material agents. A rigorous 
differential diagnosis between facial spasm 
and tic must be made before the above de- 
scribed treatment is undertaken. 


1430 PINE STREET. 





TUBERCULOSIS OF THE FALLOPIAN TUBES. 


BY V. A. FUNK, M.D., VINCENNES, IND. 


When the tubercle bacilli once gain lodg- 
ment in a Fallopian tube the doom of that 
uterine appendage is sealed. I find no case 
on record in which a tubercular infection 
at this location has ended in a cure without 
the function of the affected tube being to- 
tally destroyed. Unlike this same infection 
of the kidney, which usually attacks only 
one, leaving the other to carry on its func- 
tion normally after the diseased organ has 
been removed, we find tubal involvement 
nearly always bilateral and causing perma- 
nent sterility. The various surgical text- 
books are so complete on tuberculosis of 
every part of the body amenable to surgery, 
and the clinicians in the texts on internal 
medicine have treated upon it so exhaustive- 
ly when involving the thorax, that it oc- 
curred to me that there was no region in 
the body where this infection was likely 
to be found which had not been thoroughly 
and repeatedly traversed. 

I was surprised, however, after having 
seen some cases of tubercular infection of 
the Fallopian tubes and ovaries, to find that 
most of the texts treated this localized 
infection in an incidental manner, although 
there have been several papers read before 
the various societies and a number of cases 
reported. I was surprised because I believe 
we do have pathology in the tubes caused 
by this bacillus frequently enough for it to 
have received more attention than it has 
heretofore. There is no doubt but that 


tubal tuberculosis may be primary, and 
since the tubes have an abundant blood sup- 
ply, especially at the menstrual period, when 
the uterus is engorged to its utmost ca- 
pacity, the constant danger of hematogenous 
infection to which this structure is exposed 
is obvious. A previous infection of another 
nature may pave the way for the entrance 
of the tubercular germs, and may seemingly 
form an alliance with the tubercle bacilli 
and aid them in their work of destruction. 
The tubercle bacilli may be the first in- 
truders, but owing to the resistance of the 
tissues may lie dormant until another infect- 
ing organism breaks down that resisting 
wall and gives them a chance to progress. 
The uterus also furnishes a passageway for 
the bacilli to enter the tubes, either primarily 
or secondarily. Especially is this true after 
the first gestation, as the cervical canal is 
usually more patent. They may travel the 
entire route through the vagina, cervix, and 
uterine cavity without leaving a trace be- 
hind them. They may be carried by the 
lymph stream, but very rarely, and then 
usually as a secondary infection. 

The secondary tubercular infections of 
the tubes may spring from a tubercular 
focus situated in any part of the body. In 
these cases the diagnosis may be simplified 
by knowing the primary lesion to exist, with 
the accompanying symptoms of tubal trou- 
ble. Here the infection may be transmitted 


by continuity, but is more likely to be car- 
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ried by the blood stream. Some of the cases 
diagnosed as a primary disease of the tubes 
of course may be secondary lesions with 
an unrecognized primary focus. Yet, ac- 
knowledging this fact, there is no doubt 
that the focus is primary in the tubes in 
a larger percentage of cases than has been 
reported in the past. Many of these cases 
are not diagnosed until they reach the post- 
mortem room. A Johns Hopkins report in 
1892 showed the tubes to be affected by this 
bacillus more than any other of the genital 
organs. 

The acute stage begins with the infection 
of the epithelial or inner lining of the tube, 
causing swelling of the cells, followed by 
edema of the mucosa and infiltration of the 
muscular coats due to the inflammatory 
products. The cilia on the upper surface 
of the mucous folds soon disappear, and 
later, as the swelling increases and smooths 
out the epithelial surface, the cilia which 
were protected by the folded mucosa are 
also destroyed. The epithelium, however, 
remains well preserved. The inflammatory 
products in the walls of the tube set up an 
irritative inflammation of the peritoneal 
covering of the tube, by which process the 
fimbriated extremity is usually sealed very 
early in the disease. This is nature’s effort 
to protect the peritoneal cavity. If this does 
not occur there may be an oozing into this 
cavity of the contents of the diseased tube, 
which at this stage is a thin mucopurulent 
substance. Later in the chronic stage this 
discharge may be thick or even cheesy in 
character. The acute stage may progress 
very rapidly, with wide destruction of the 
mucous and muscular walls of the tube, rup- 
turing early into the peritoneal cavity and 
ending fatally in a short time, but fortu- 
nately these cases are rare. In these viru- 
lent infections there is a round-cell infiltra- 
tion of the mucosa with very few giant cells 
and an abundance of the tubercie bacilli. 

The chronic stage is usually a continua- 
tion of the acute. The patient has been able 
to survive the acute onset, and with a built- 
up resistance the disease proceeds more 
slowly and therefore more mildly. The in- 
fection may begin as a chronic one and con- 


tinue so, or may pursue a chronic course 
with acute exacerbations at intervals. All 
this depends entirely on the resistance of 
the patient. The greater resistive power the 
tissues have, the more chronic or sluggish 
the course of the disease, and any time that 
this resistance gets below par, then the ba- 
cilli begin to flourish. This is the one thing 
necessary for this infection to make any 
fight against the tissues, and when they are 
located where the structures surrounding 
them are normal, they lie as a besieged 
army, awaiting an opportune time when 
they can open the walls and overpower their 
already weakened host. In this stage, when 
both uterine and fimbriated ends are 
closed, large pus tubes are formed. 

If the uterine ostium is not closed, there 
will be a constant purulent leucorrhea due 
to the constant drainage of the tubal con- 
tents. This will continue as long as the end 
remains patent. There may be an irregular 
vaginal discharge due to this opening being 
sealed at times, but ruptured again by the 
intratubal pressure of the slowly accumu- 
lating pus. The lumen may be sealed on 
each side of the infection, giving rise to the 
bulging of the tubal walls, thus forming a 
pus sac, or in the same way several of these 
sacs may be formed in the same tube, giving 
it a nodular appearance. This last may be 
diagnosed as such by bimanual examina- 
tion. In this stage the walls may become 
very hard and thick, due to increase of con- 
nective tissue giving the tubes a tortuous 
aspect. The outer or peritoneal surface is 
studded with tubercles or fiecked with 
cheesy masses. If either end of the tube 
remains open, the large pus tube will not 
be formed. In this stage adhesions are 
formed which may bind the diseased appen- 
dage to any of the neighboring viscera. 

The symptoms may be mild for some 
time. Usually at the onset the patient will 
complain of languor and becoming tired on 
slight exertion, may have light pains in the 
back, in the lumbar region, and later a tight 
sensation in the pelvis with dragging pains 
radiating to the back. Usually if the 
ovaries are diseased the pain will also radi- 
ate down the inner side of the thighs, gen- 
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erally as far as the knees. The monthly 
period is not infrequently more or less dis- 
turbed. The flow may be scanty or profuse, 
the former invariably accompanied by pain. 
The regularity of the period is soon lost. 
The leucorrhea is yellowish in color, is non- 
irritating, and may contain the tubercle ba- 
cilli. Sooner or later there will be tender- 
ness over the affected side or sides on pal- 
pation. The bowels are usually constipated. 
The temperature is one of the most diag- 
nostic symptoms of this disease. It is the 
same tubercular curve as found in the in- 
fection elsewhere, running to normal or be- 
low in the morning and one to two degrees 
above the morning temperature in the after- 
noon. As Dr. Hill of Cincinnati says: 
“This temperature curve is as regular as 
the sun rises and the tide comes in.” A 
temperature of 97° F. in the morning and 
99° F. in the evening is as significant as 
98.6° F. and 100.6° F. respectively. With- 
out a mixed infection there will be no in- 
crease in the leucocytes, and in advanced 
cases with the accompanying secondary 
anemia there may be a leucopenia. Finally, 
with metastasis to the peritoneum, the as- 
cites appear, which is really more of a com- 
plication than a symptom. This is followed 
by all the constitutional symptoms which 
occur with any advanced case of phthisis. 
The diagnosis is very much simplified 
with a demonstrable tubercular focus at 
some other location in the body. In the early 
stage a primary focus in the Fallopian tubes 
is very difficult of diagnosis if not impos- 
sible. Dr. Boldt of New York, in a paper 
on “Diseases of the Fallopian Tubes,” states 
that he does not believe a diagnosis of tuber- 
culosis in these appendages can be made 
when the disease has only advanced so far 
as a thickening of the serosa. Plenty of 
time must be taken to make a diagnosis in 
most of these cases. The patient should 
be under close observance for several days, 
especially as to the accurate and regular 
taking of the temperature, with a thorough 
laboratory study, if we are to arrive at a 
definite conclusion in the obscure cases. Bi- 
manual examination may reveal a large 
fluctuating elongated mass on one or both 


sides of the uterus. However, here, as in 
large pus tubes of the other infections, they 
may be, due to their heavy weight, down 
behind the uterus in the cul-de-sac of Doug- 
las. Tubercular tubes, though, are not usu- 
ally large. More often they are soft, very 
tender, and show sqmething characteristic 
of the infection. A very careful history is 
paramount in making a diagnosis in these 
cases. 

The prognosis so far as life is concerned 
is good if recognized early enough to be 
treated promptly. As the disease is usually 
bilateral, sterility is the final outcome. If 
both ovaries are affected and the patient is 
not nearing the change of life period, then 
she must face the operative menopause, 
which taxes her nervous system a great deal 
sometimes, and makes her convalescence 
more tedious. These symptoms, however, 
can be greatly relieved by judicious treat- 
ment following the operation. Usually if 
the case is operated early one or both 
ovaries can be left in. This is one infection 
of the Fallopian tubes that must not be al- 
lowed to remain for the pus to become 
sterile, therefore the urgent necessity for 
an early diagnosis and likewise immediate 
operative interference. Even after the dis- 
ease has extended to the periteneum, with 
the presence of extensive ascites, the re- 
moval of the focus of infection—.e., both 
tubes and ovaries, as the latter are also usu- 
ally secondarily affected at this stage—gives 
good results in most cases. Early operative 
procedures, especially in the primary infec- 
tions, give a very high percentage of cure. 

The treatment resolves itself into one 
thing—the radical extirpation of the dis- 
eased tissue. The early operation of the 
primary leison destroys the entire infection, 
and the removal of the tubes and ovaries 
in the ascitic cases eradicates the constant 
source of infection and in that way allows 
spontaneous healing of the diseased peri- 
toneum. Only when a tubercular lesion 
elsewhere in the body contraindicates an 
anesthetic should the operation be post- 
poned or withheld. By unnecessary waiting 
valuable time may be lost, for as in malig- 
nancy our patient is slowly but surely near- 
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ing the border-line, and will soon pass that 
point where the brilliant results, which ear- 
lier would have been gained, are no longer 
attainable. As both appendages are usually 
affected a double salpingectomy is generally 
indicated. It is a question as to the advis- 
ability of both tubes being sacrificed when 
one appears macroscopically healthy, as a 
beginning infection might be overlooked. 
The operator must use his own judgment in 
regard to the removal of the ovaries. Only 
in extreme necessity should they be removed 
in patients several years under the age of 
their normal menopause. 

Through the courtesy of Dr. W. D. Hag- 
gard, of Nashville, Tenn., I report three 
cases of tubercular salpingitis, which came 
under our observation while I was associ- 
ated with him. 

Case 1.—Miss W., aged twenty-two, was 
seen May, 1911. Family history negative. 
Patient had diseases of childhood. Had 
typhoid fever one year ago, with good recov- 
ery. Has had metrorrhagia last four months. 
Has constant languor and becomes fatigued 
on very slight exertion. Sometimes has 
colicky pain over the whole abdomen in the 
morning until bowels move. Bowels usually 
constipated. Abdomen very tender in both 
inguinal regions, the left side being the 
worst. Menses began at the age of fifteen 
and have always been irregular. Has never 
been confined to bed, but complains of tight, 
dragging pains in pelvis when on her feet. 
Sitting in one position long causes back to 
ache. More pain than usual at last period. 
Has had a constant leucorrhea for seven 
years. 

A diagnosis of double salpingitis was 
made, with a suspicion that it was of tuber- 
cular origin. At the operation we found 
both tubes studded with tubercles, with an 
extension of the disease to the left ovary. 
The tubes were only slightly enlarged. A 
double salpingectomy and left oophorectomy 
were done. The patient made an uneventful 
recovery, leaving the hospital in three 
weeks, and when last heard from, several 
weeks afterward, was gaining rapidly. The 
leucorrhea ceased before leaving the hos- 
pital. This, I believe, was one of those 


chronic cases coming on slowly from a pri- 
mary focus in the tubes. No other focus 
had ever been found by her family physi- 
cian, who is a very able man, and we were 
unable to discover any while the patient was 
under our care. Moreover, the leucorrhea 
stopped during her stay at the hospital, 
showing that the source of the discharge 
had been removed. These tubes were not 
large and full of pus because the uterine 
ostium was patent, and allowed free drain- 
age by way of the uterus and vagina. 





Case 2—Mrs. T., aged twenty-five, was 
seen June, 1911. Had typhoid fever when 
a child. Menses began at age of thirteen 


and have always been regular every four 
weeks, the flow lasting three to four days. 
Married eight years. No pregnancies. Five 
years ago at one of her menstrual periods 
she was confined to bed for three days with 
pain in lower abdomen, radiating down the 
inner side of both thighs and to her back. 
The pain ceased when the flow stopped. 
From that time she had similar pains at 
each period, the attacks slowiy growing 
worse. During the last four months she 
had constant pain, and the last few periods 
were longer and more profuse. Had leu- 
corrhea at times from first attack. Not able 
to work last four months. Appetite gone. 
Lost some weight. - Had several flooding 
attacks during last five years, always oc- 
curring at the menstrual period. Patient 
was confined to bed most of the time the 
last three months, due to tenderness over 
the lower abdomen. Some fever in after- 
noon last four months. No night sweats. 
A diagnosis of double salpingitis was made. 
but not tubercular. The operation revealed 
two moderately large pus tubes studded 
with tubercles, the disease extending to 
both ovaries. Both tubes and ovaries were 
removed and the patient made a happy re- 
covery, leaving the hospital at the end of 
three weeks. 

This case evidently began with an acute 
infection just before the period which 
marked the beginning of her symptoms. 
The contraction of the uterus, which would 
cause a more or less pulling on the tubes, 
and the contracting of the muscular walls 
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of the tuves, making pressure on the in- 
flamed mucosa, together with the added 
congestion of menstruation, gave her the 
pain she had at that time. We found no 
evidence of tuberculosis elsewhere in this 
case. The patient had no vaginal discharge 
on leaving the hospital. 

Case 3—Mrs. C., aged twenty-one, was 
seen January 27,1912. Family history neg- 
ative. Past history of no significance. In 
August, 1911, patient noticed her abdomen 
getting larger. This was about eight 
months after the delivery of her last child. 
Child still nursing. In September following 
she had what her family physician thought 
was malaria for four weeks. Had her first 
period following the birth of the child in 
August, which continued regularly. Has 
been up all the time, but not able to do her 
work. Last few weeks had pains in both 
inguinal regions, which did not radiate. 
Cramping pain over whole abdomen at 
times. Abdomen slowly grew larger. Some 
fever in the afternoons the last few weeks. 
No night sweats. 

A diagnosis of tubercular peritonitis was 
made, with an assumption that the Fallopian 
tubes were the foci of infection. At the 
operation we found both the tubes and 
ovaries so affected that a double salpingo- 
oophorectomy was required. The entire 
peritoneum was studded with tubercles, and 
a gallon or more of straw-colored fluid came 
from the peritoneal cavity on opening the 
abdomen. The patient made a rapid op- 
erative recovery, the wound healing by first 
intention, and she left the hospital in three 
weeks. She visited the office several times 
afterward, and her condition continued to 
slowly improve. The abdomen partially re- 
filled with fluid, but not to the degree it 
had before the operation. She had the hot 
flashes, etc., accompanying the operative 
menopause of young women, which we ex- 
pected would give some trouble for a few 
months. 

As is so usual, this patient would not 
consent to surgical treatment until the pain 
became the prominent symptom. The ab- 
domen had been enlarged for about six 
months, and no doubt if the fever which 


was thought to be due to a malarial infec- 
tion had been watched closely for a few 
days it would have shown a tubercular 
curve and probably have led the physician 
to a different diagnosis and to early opera- 
tive procedures, which at that time might 
have given the patient a better and more 
sure chance for a rapid and complete re- 
covery. At that early date we might have 
been able to let one or both ovaries remain, 
as in one of the two preceding cases, which 
would have relieved the patient of the ne- 
cessity of the premature menopause which 
was unavoidable at the time of the opera- 
tion. 

Dr. Mayo in one of his reports on tuber- 
culosis of the Fallopian tubes operated at 
St. Mary’s reported twenty-six cases, with 
twenty-five recoveries. Seven of these cases 
had been operated on from one to four times 
before for tubercular peritonitis. He does 
not state the kind of operations done before 
he saw the patients, but I suspect the open- 
ing of the abdomen and allowing the air to 
enter, which was for a while in vogue for 
that disease, had been tried on his patients. 
We see from this report that a high per- 
centage of cures is obtained by removing 
the source of infection in these cases. 

As stated before, many cases of tubercu- 
lar salpingitis have gone to the post-mortem 
room undiagnosed. Therefore a greater 
need for a more thorough understanding of 
the disease, a more careful application of 
the principles of diagnosis, with painstaking 
study and working out of each individual 
case as it comes for examination. Those 
who would decry all surgical procedures 
when they have diagnosed pus tubes, with 
the idea that the pus will become sterile 
and therefore need not be removed, would 
certainly go much farther wrong if they 
should discover a tube filled with tubercular 
pus, and under the broad term “pus tube” 
put their patient on palliative treatment and 
direct that patient away from surgical at- 
tention. In the ordinary case the palliative 
treatment would prepare the patient for 
safe operative procedure later on when the 
infection was not so virulent. In the tuber- 
cular case the operative risk, as to perma- 
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nent cure, would increase in proportion to 
the length of time the palliative treatment 
was continued. These are not always cases 
that can be diagnosed the first time the pa- 
tient visits your office, and uniess we are 
willing to watch the more obscure ones for 
a few days there will still be many go along 


without a correct diagnosis. This is the 
important and difficult part of the problem 
concerning the disease. When once we 
know with what we are dealing the remain- 
der is solved, for there is only one thing left 
to do—extirpation of the diseased tissue. 


La PLANTE BUILDING. 





THE USE OF GONORRHEA PHYLACOGEN IN THE TREATMENT OF GONOR- 
RHEAL RHEUMATISM. 


BY HERMAN L. KRETSCHMER, M.D., 
Urologist to Presbyterian Hospital; Junior Genito-urinary Surgeon to Alexian Bros. Hospital, Chicago. 


In April, 1911, Dr. A. F. Schafer pub- 
lished his preliminary report on phylacogens 
in the THERAPEUTIC GAZETTE. Since then 
the literature on phylacogens has become 
very voluminous and contains many favor- 
able reports on the various phylacogens. 

The gonorrhea phylacogen is the latest 
addition to our therapeutic aramentarium 
for the treatment of gonorrheal rheumatism. 
In order to determine the therapeutic value 
of any new remedy it is clear that it must be 
used in a large number of clinical cases, 
which cases must be closely studied and 
carefully controlled. The favorable or un- 
favorable clinical reports of such series of 
cases must determine the therapeutic value 
of this new remedy. 

Of prime importance in employing any 
more or less specific therapy is the neces- 
sity of establishing an accurate diagnosis in 
order to obtain uniform results. To admin- 
ister gonorrhea phylacogen to a patient suf- 
fering from flatfoot or arthritis deformans 
_ and to expect a cure is of course impossible. 
Under such circumstances any therapeutic 
agent will fall into disrepute with both the 
patient and physician. The various methods 
for the demonstration of the presence or 
absence of the gonococcus need, no mention. 
In passing it might be well to briefly refer 
to the use of the gonorrheal complement de- 
viation test in all doubtful cases, particu- 
larly in those cases in which it is impossible 
to demonstrate the presence of gonococci. 

In the treatment of gonorrheal rheuma- 
tism, gonorrhea phylacogen has at this time 


practically displaced its forerunners, anti- 
gonococcic serum and gonococcus vaccine. 
In passing it might be well at this time to 
discuss briefly the characteristics of phylac- 
ogens, and whereby they differ from vac- 
cines and serums. 

Phylacogens are sterile aqueous solutions 
of metabolic ‘substances or derivatives gen- 
erated by bacteria grown in artificial media. 

Vaccines are suspensions in normal salt 
solution of killed pathogenic germs. 

Sera, as understood therapeutically, are 
derived from the serum of an animal which 
has been rendered immune by treatment 
with bacteria or their toxins. Therefore it 
is evident that when using antigonococcic 
serum or vaccine we are using only either 
dead gonococci or the product of gonococcus 
immunity. With the use of phylacogens 
our therapy is a radically different one. 

The gonorrhea phylacogen not only repre- 
sents products elaborated by the gonococ- 
cus in culture, but it represents the elabo- 
rated products of many other bacteria. 

The gonorrhea phylacogen represents a 
mixture approximately of 50 per cent of 
gonococcus products and 50 per cent of 
mixed bacterial products. This latter is a 
stock product, and called basic phylacogen 
or mixed infection phylacogen. The basic 
phylacogen is prepared from a large num- 
ber of different bacteria as well as from the 
several strains of each organism. 

This basic phylacogen contains products 
of the three staphylococci, streptococcus py- 
ogenes, streptococcus erysipelatis, diplococ- 
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cus pneumonie, bacillus typhosus, bacillus 
coli communis, streptococcus rheumaticus, 
bacillus pyocyaneus. 

The indivdual injections varied from 5 
Cc. to 10 Cc. and were given every day or 
every other day. The total amount admin- 
istered has varied. In one case 135 Cc. 
were administered. 

It is well perhaps to sound a note of 
warning in regard to a cessation of the in- 
jections as soon as the patient’s symptoms 
subside. This occurred in Case 2. After 
having used 65 Cc. the patient was free 
from pain and the phylacogen stopped. A 
week later the patient had a recurrence of 
his pain and tenderness, which promptly 
subsided after resuming the use of phylaco- 
gen. 

In each case treated the gonococcus was 
present in the urethral discharge prior to the 
onset of the joint complications. 

Case 1.—E. W. G., aged twenty-nine. The 
patient has had two previous urethral infec- 
tions ; no joint complications with either at- 
tack. The present was his third attack. 
During the fourth week he developed an 
acute prostatitis, and during the sixth week 
he began to have pains in the small bones of 
both feet. The pain gradually increased in 
severity and extent, being especially sharp 
and intense in the metatarsophalangeal 
joints of the first and second toes of the 
right foot. The internal malleolus of the 
left leg was exquisitely tender, red, and 
swollen. There was also a great deal of 
redness and swelling along the dorsum of 
the left foot. The pus expressed from the 
prostate contained gonococci. 

From May 3 to May 31 he received 85 
Cc. of the gonorrhea phylacogen. The 
amounts varied, being given 5 Cc. or 10 Cc. 
at each injection. After four injections of 
5 Cc. each he felt better, the pain and swell- 
ing were less, and there was less tenderness 
to the touch. His first reaction was noted 
after 30 Cc. of phylacogen had been admin- 
istered. There were three general reactions, 
consisting of high fever, chills, and nausea. 
The pain gradually subsided, and on June 
14, 1912, the patient resumed his occupation, 
although he stated he still occasionally had 
some indefinite vague aches and pains. 


Case 2.—J. M., aged thirty. First ure- 
thritis three years ago, accompanied by 
gonorrheal rheumatism, of twelve weeks’ 
duration. Present attack was also a ure- 
thritis. Twenty-four hours after he first 
noticed the discharge he complained of 
pains and aches in his joints. Twenty-four 
hours later he was seized with excruciating 
pains in the left knee and right shoulder. 
The knee-joint was very much swollen and 
tense and tender. The right shoulder was 
tender and enlarged. He was given 135 
Ce. of gonorrhea phylacogen. The first six 
injections were followed by the most severe 
reactions seen. The temperature was as 
high as 104°. He had a series of hard chills 
followed by profuse sweats. The first two 
injections were followed not only by the 
above mentioned phenomena, but also by a 
wild delirium. The pain gradually sub- 
sided and was all gone after 75 Cc. were 
administered. One week later, however, 
he again complained of pain in the knee- 
joint, and the phylacogen was again admin- 
istered until 135 Cc. were given. The pa- 
tient was examined a few days ago, and he 
is free from pain and has a perfect func- 
tional result. 

Case 3B. F. The patient had been suf- 
fering from his present attack of urethritis 
for about one year. Three months before 
coming under treatment he began to have 
pains in both feet, the pain finally localizing 
in both heels. The pain gradually increased 
in severity, so that it was impossible for 
him to remain at his work. Upon examina- 
tion a scant urethral discharge containing 
gonococci was found. The prostate was en- 
larged, and the fluid obtained by prostatic 
massage contained gonococci. A sensitive 
area was demonstrated on the under side 
of each os calcis. 

The «#-ray examination showed thicken- 
ing of the periosteum on the under side of 
both os calci as well as the presence of small, 
sharp-pointed osteophytes. 

The usual treatment, in the form of rest 
in bed, hot dressings, foot-baths, salicy- 
lates, etc., was given, combined with vac- 
cines. This treatment failed to give him 
any relief. He was then given gonorrhea 
phylacogen in doses of 5 Cc. From this 
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time on his pain rapidly disappeared, and he 
has been free from pain up to the present 
time. In all 60 Cc. of gonorrhea phylacogen 
were administered. The gonorrhea phylac- 
ogen had no apparent effect on his pros- 
tatitis, which was treated for three months 
after the pains in the feet had subsided. 
The phylacogen was given only as long as be 
had painful heels. 

Case 4.—C. S., aged forty-one. The 
present attack is his first and only urethral 
infection. One week after onset of his in- 
fection he complained of pain in the right 
shoulder and wrist. The right and left 
ankles also became involved, and finally the 
right knee. On August 20, 1912, he was 
given his first injection of gonorrhea phy- 
lacogen. This was followed by a chill, fe- 
ver of 101.4°, and severe pain at the site 
of injection. Because of the reaction and 
local pain the patient left the hospital. On 
September 1, 1912, he complained of severe 
pain in both hip-joints, and he reéntered 
the Alexian Bros. Hospital on September 3, 
1912. Upon readmission the right knee was 
- still much enlarged and very tender. Both 
hips were very tender, so that patient was 
practically helpless. He was given 5 Cc. of 
phylacogen every day. After the fifth injec- 
tion all pain in the hips disappeared. He 
was given four more, making nine injections 
or 45 Cc. He was still free from pain in 
hip-joints, but the knee-joint was worse. 
He was given 10 Cc. daily for the next four 
days, bringing total up to 85 Cc. The knee- 
joint had made little if any progress since it 
relapsed. He was then given one injection 
daily until 120 Cc. had been administered. 
At this time the patient was free from pain, 
but there was still present an enormous 
amount of exudate in and around the knee- 
joint. His hips have remained free from 
pain since the fifth injection. 

There still remain a number of cases of 
gonorrheal rheumatism which run a pro- 
tracted course, suffering excruciating pain, 
and in which our present-day therapy, in- 
cluding drugs, baths, local applications, etc., 
does not seem to be of much value. 

It seems, therefore, that in just this class 
of cases the gonorrhea phylacogen should 


be tried, being a valuable adjunct to our 
present methods of treatment. 

The question of diagnosis must always be 
an absolutely positive one, being determined 
by presence of the gonococcus or by means 
of the gonorrhea complement test. 

In case three the patient undoubtedly 
avoided a surgical procedure by the use of 
gonorrhea phylacogen. 


29 E. MapIson STREET. 





THE THERAPEUTIC APPLICATION OF 
THE DUCTLESS GLANDS. 

Hare, in the American Journal of Obstet- 
rics for October, 1912, reminds the reader 
that pituitrin is obtained from the posterior, 
or infundibular, portion of the pituitary 
body, and that when injected subcutaneously 
into a vein it causes a rise of blood-pressure 
very similar to that produced by an intra- 
venous injection of adrenalin, save that 
the effect is more gradual in its onset and 
very much more prolonged in its mainten- 
ance, this rise in blood-pressure being due 
to constriction of the peripheral blood- 
vessels which, like that caused by adrenalin, 
depends upon an effect exercised upon the 
muscular coats of these vessels rather than 
through any influence upon the vasomotor 
center. The peripheral action of this drug 
therefore renders it useful in instances in 
which, as a result of shock, there is a fall 
of blood-pressure depending upon depres- 
sion of the vasomotor center, which in its 
depression might fail to respond to a drug 
which raised pressure by direct action on 
this center. The rise in blood-pressure is 
probably responsible to a considerable de- 
gree for the slowing of the pulse which is 
produced by its use. Associated with this 
influence upon the circulation it is interest- 
ing and somewhat surprising to learn that 
pituitrin causes a marked increase in urin- 
ary flow, since one would suppose, a priori, 
that a drug which contracted peripheral 
vessels would contract the renal vessels and 
diminish the quantity of blood going to the 
kidneys. As a matter of fact, clinical 
studies show that the blood-vessels of the 
kidney seem to be dilated under its influ- 
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ence, and that in instances where partial or 
complete suppression of‘urine follows labor 
or operative interference upon the geni- 
tourinary tract, it is an efficient remedy to 
reéstablish urinary secretion. Furthermore, 
Hofstetter believes it to exercise a stimu- 
lant effect upon the muscular coats of the 
bladder, and therefore believes that it re- 
lieves vesical atony, with the further advan- 
tage that it is often possible to avoid the use 
of the catheter. 

When we come to a consideration of the 
direct effect of pituitrin upon the uterus we 
find, as already stated, that a very large 
number of papers have been contributed 
by Continental authorities concerning its 
influence upon this viscus, either for the 
purpose of influencing the uterine circula- 
tion in non-pregnant women, for the pur- 
pose of producing uterine contractions when 
the pregnancy has reached its completion, 
or in place of ergot in the later stages of 
labor to diminish the possibility of or to 
control actual postpartum hemorrhage. 
Foges and Hofstetter believe that it is 
superior to ergot for this purpose. It acts 
so promptly, too, that it may be given after 
delivery to aid in the expulsion of the pla- 
centa. Kehrer asserts that pituitrin has 
proved in his hands to be the best ecbolic 
agent, but adds that he has never seen it 
produce tonic and unyielding contractions, 
but only the to-and-fro contractions which 
are so desirable. His observations have 
been confirmed by Bagger-Joergensen, who 
finds with Hofbauer that pituitrin is a 
powerful and reliable oxytocic which does 
not act deleteriously upon the fetus. 

In a case reported by Gottfried, a woman 
who had been pregnant for eleven lunar 
months came under observation, and an 
attempt was made to induce uterine con- 
tractions with hot baths and quinine, with 
practically no result; whereas an injection 
of a small amount of pituitrin produced 
active uterine contractions within fifteen 
minutes whereby pregnancy was terminated. 
That the pituitrin acts very promptly, when 
given hypodermically, upon the uterine con- 
traction seems to be universally admitted, 
ten minutes being the average time which 
elapses before some evidence of its uterine 


effect becomes manifest. Schiffman has 
used pituitrin in this manner for the pur- 
pose of causing uterine contractions where 
it was desirable, owing to the fact that abor- 
tion was necessary. The proper method, 
when it is desired to empty the uterus be- 
fore pregnancy has been completed, would 
seem to be to produce artificial dilatation of 
the os and then give the pituitrin hypo- 
dermically, since in instances in which it is 
given without this preliminary dilatation no 
effect seems to be produced. In other words, 
it aids in the induction of abortion, but does 
not lend itself to the task of being solely 
responsible. In cases of uterine inertia due 
to unknown causes or due to exhaustion of 
the patient it may also be used with advan- 
tage, and as far as Hare has been able to 
learn from a fairly careful study of the lit- 
erature, it does not seem to possess any 
unfavorable after-effects either upon the 
mother or her offspring. Injection may be 
made in any part of the body, either an 
extremity or the trunk. 

So far as the effect on the child is con- 
cerned most observers claim that it increases 
the strength of the fetal cardiac contrac- 
tions, but the question has not as yet been 
decided whether this is due to some direct 
effect of the drug or to changes in the uter- 
ine circulation. In an investigation made 
upon no less than eighty-one cases by 
Studeny he took care that no psychic influ- 
ence was exercised which might impair the 
scientific accuracy of his observation, de- 
pending solely upon the drug for the effect 
which he sought. He also believes that 
pituitrin is the most reliable ecbolic agent 
known at the present time. His paper is 
published in the Wiener klinische Wochen- 
schrift of December 21, 1911.. A more 
recent paper which is in accord with those 
already quoted is that of Fischer, which is 
published in the Centralblatt fiir Gyna- 
kologie, No. 1, 1912, and one by Nagy of 
Budapest in the same journal for March 9, 
1912. Space does not permit the author to 
go more exhaustively into this literature, 
which can be found scattered not only 
through the obstetrical and gynecological 
journals, but also those which deal with 
general medicine as well. 
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THE INFLUENCE OF ALCOHOL UPON 
THE FETUS. 





That the day will ever come when a final 
decision is reached as to whether alcohol 
should or should not be used by the human 
race is questionable. That the day will come 
when alcohol! is not used by the human race 
is improbable. Its practical universal in- 
gestion in one form or another in all parts 
of the world and in all stages of civilization 
shows that human nature has a craving for 
it, whether this craving be right or wrong. 
There is certainly no substance commonly 
used by man in beverages, and often admin- 
istered by physicians as a medicine, which 
has been more thoroughly investigated in 
the laboratory and at the bedside, and it may 
be fairly stated that there are few substances 
about which such a wide divergence of 
views exists on the part of those who have 
devoted a large amount of time to a careful 
consideration of both sides which have pre- 
sented evidence. As with many other sub- 
jects of investigation, results often seem 
negative, but when added one to another, 
after a lapse of years, suffice to give us a 
broader view and a more correct opinion 
than we had before. 

The question of the use of alcohol is such 
an important one that all men may study it 
wisely, and particularly the physician. It is 
the duty of the medical man to keep fully 
abreast of the investigations which are 
made upon this subject, as his opinion is 
often sought concerning the alcohol prob- 
lem as a factor in the lives of the multitude 
as well as in the life of the indivdual. 

Perhaps the most recent study which has 
appeared is that of Stockard, which is pub- 
lished in the Archives of Internal Medicine 
of October 15, 1912. There can be no ques- 
tion that this author has taken up a line of 
very great interest and importance in that 
he has attempted to determine whether the 
use of alcohol on the part of one or both 
parents seriously interferes with the normal 
development of offspring. We pass by the 
early part of his paper, in which he dis- 
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cusses the influence of alcohol upon the 
lower forms of life or upon the germ cells, 
although it is interesting to note that he 
presents a considerable amount of evidence 
to show that the quantity of alcohol which 
is present in seminal fluid is almost equal to 
that which is present in the blood of the per- 
son who has recently ingested this drug. 
He also points out that it is fair to believe 
that the ovaries of female mammals receiv- 
ing alcohol contain a quantity of the drug 
which as compared to that in the blood is as 
3 to 5. He believes that a male in a state of 
acute intoxication when fertilizing an ovule 
accomplishes this act by a spermatozoon 
which is directly affected by an alcoholic 
influence. 

We have long known that children of 
alcoholics are in a goodly proportion of 
cases defective, but we believe that the gen- 
eral opinion has been that these defects are 
in part dependent upon a reproduction of 
the defects of the parent handed down by 
ordinary hereditary influence plus acquired 
effects induced by the abuse of alcohol. In- 
stances are quoted by Stockard in which a 
large number of children of those who used 
alcohol showed various abnormal conditions 
during early childhood, and these reports 
are utilized to prove the point that actual 
damage is done to offspring with great 
constancy. 

Without meaning in any way to combat 
the idea that the use of alcohol on the part 
of one or both parents is deleterious to the 
child, it is only fair to remind our readers 
that hundreds of thousands of instances 
might be adduced in which positive 
evidence of harm is lacking. If all children 
begotten while one or both parents were 
chronically or acutely alcoholic proved de- 
fective the number of defective children 
living at the present time would be far in 
excess of those which actually exist. In- 
stances-in which experiments have been car- 
ried out upon animals by the use of alco- 
holic liquors do not seem to us as being 
available for a scientific study of the effect 
of alcohol in general. Thus, the administra- 
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tion of absinthe to a dog in very large doses 
over a period of six months scarcely gives 
us fair deductions as to what the effect of 
alcohol is, since it is well known that ab- 
sinthe is a particularly deleterious alcoholic 
beverage aside from its alcohol content. The 
research, therefore, of Combemale, in which 
he gave a dog as much as 11 grammes of 
absinthe per day per kilo of weight do not 
strike us as being of much value, not only 
because absinthe was used but because the 
dose of this preparation per day was far in 
excess of that which is taken by man, since 
this quantity given to a man of ordinary 
weight would be equivalent to that 
taken by a chronic absinthe drinker in from 
three weeks to a month. It is therefore very 
essential in analyzing the results of any in- 
vestigator who employs alcohol, in experi- 
menting with animals, to discover whether 
the amounts used are in any way comparable 
with those commonly taken by man, and this 
view is strongly enforced by the studies of 
Laitinen, who, using moderate amounts, 
equivalent to the quantity of alcohol con- 
tained in a glass of beer per day, showed 
that no damage comes to the offspring of 
the animals involved in the experiment. 

When we investigate the research of 
Nicloux, which was made upon guinea-pigs, 
we find that the amounts he administered 
were not only injected hypodermically, and 
therefore acted much more powerfully than 
if they had been taken by the stomach, but 
that the doses were far in excess of the 
amounts taken by man. Thus, a guinea- 
pig weighing 244 pounds in two out of five 
experiments received a drachm and a quar- 
ter of absolute alcohol, which would be 
equivalent to about 9 ounces for a man of 
ordinary weight, and many more ounces 
than this, if the difference between absolute 
alcohol and the alcohol commonly ingested 
in beverages is taken into consideration. 
For this reason we believe that the results 
he obtained, while they are interesting 
as showing that alcohol in enormous quan- 
tities does affect the offspring, are neverthe- 
less of practically no value in indicating that 
the quantities ordinarily consumed by hu- 
man beings directly affect the fetus. 


In Stockard’s research the alcohol was 
given to guinea-pigs by inhalation, the male 
or female being exposed to the effects of the 
drug in some experiments, in others both 
parents being exposed. We are not sure 
that the results obtained from this method 
of giving alcohol are to be fairly compared 
to the results which ensue when alcohol is 
swallowed, but it is interesting to note that 
even when these animals were exposed to 
alcoholic vapors over a period lasting as 
long as fifteen months and were killed a 
careful autopsy failed to reveal any change 
in the tissues which could be referred to 
alcohol, the lungs, liver, stomach, intestines, 
kidneys and reproductive glands and all 
other parts appearing to be perfectly nor- 
mal. Furthermore, Stockard reports that 
the general health and behavior of the ani- 
mals indicated that during life they were in 
good condition. Notwithstanding these 
facts, the offspring of these animals proved 
to be singularly defective, most of them 
dying a short time after birth. In other 
words, alcoholic intoxication produced by 
inhalation does not seem to cause tissue- 
changes which can be recognized, but does 
influence the offspring of the animals in- 
volved. It is manifest that when the alcohol 
is given by this means the actual quantity 
taken into the blood of the individual 
cannot be determined, and therefore it is 
difficult to discover whether the amounts 
absorbed were in excess of those commonly 
taken by human beings when alcohol is 
swallowed. 





HEDONAL ANESTHESIA AND ITS 
COMPLICATIONS. 





Some months ago we discussed the novel 
employment of hedonal, when given by in- 
travenous injection, for the production of 
surgical anesthesia. Our attention is once 
more called to this subject by an article pre- 
pared by Veale of the Leeds General In- 
firmary for the British Medical Journal of 
August 17, 1912. This writer asserts that 
we have still to discover the ideal anes- 
thetic, but he evidently hoped to find in 
hedonal at least an approach to this ideal. 








EDITORIAL. 21 


He has used it over three hundred times in 
the Leeds General Infirmary in a great va- 
riety of cases, but finds that complications 
are by no means rare. Curiously enough, 
the commonest of these complications is a 
local edema in the lumbar and gluteal re- 
gions, which varies from a redness of the 
skin, with slight infiltration, to a tender, 
brawny edematous swelling which pits on 
pressure. When the edema disappears it 
usually leaves a mark like that of a severe 
bruise, and unless the greatest care is taken 
bed-sores rapidly develop. In other in- 
stances blisters are found in different por- 
tions of the body, but most commonly on 
the heels and outer soles of the foot. They 
have a resemblance to burns with hot water 
bottles because of their form, and they ap- 
pear in both weakly and robust patients. 
Any portion of the body which is subject to 
local pressure seems to be prone to develop 
a blister. In one instance in which the pa- 
tient was operated upon for disease of the 
jaw the blister appeared on the chest, prob- 
ably as a result of the pressure of the sur- 
geon’s elbow. 

Much more important, however, is the 
statement made by Veale that the injection 
of the hedonal solution is not infrequently 
followed by the development of pulmonary 
edema. In a case of labor death occurred 
from this cause, and the post-mortem 
showed the lungs to be intensely edematous. 
That hedonal possesses no advantages over 
ether, in so far as other pulmonary compli- 
cations are concerned, would seem to be in- 
dicated by the additional statement that in 
a number of instances its use has been fol- 
lowed by bronchitis and symptoms of severe 
pneumonia. Indeed, he had three fatal 
cases due to this disease. There was one 
case of infarction of the lung due to a 
thrombosis in the vein used for the injec- 
tion. This complication recurred fourteen 
days after the operation. This patient re- 
covered. Thrombosis of the vein does not 
seem to be rare. In one instance cerebral 
thrombosis produced a right-sided hemi- 
plegia with aphasia on the sixth day. 

In conclusion it is evident that although 
the injection of a 0.75-per-cent solution of 


hedonal at the rate of 80 to 150 Cc. per 
minute, until anesthesia is produced, results 
in rapid loss of pain sense and pleasant 
anesthesia, on the other hand, this procedure 
is by no means devoid of a considerable ele- 
ment of risk, and when as much as 1100 to 
1200 Cc. have been administered, for the 
purpose of maintaining the anesthesia, the 
danger zone has certainly been entered. 
Edema of the lungs is less apt to occur in 
cases receiving small quantities, but Veale 
believes that in cases in which there is se- 
vere shock or much previous loss of blood 
this method possesses great advantages. 


WHAT IS THE EXACT VALUE OF 
HEXAMETHYLENAMINE AND 
ALLIED COMPOUNDS? 





We think that there can be little doubt 
that the majority of those who have 
used hexamethylenamine, or, as it is 
sometimes called, urotropin, if a particular 
product is employed, have come to the con- 
clusion that in a very large proportion of 
cases it is by far the most valuable urinary 
antiseptic which we possess. It will be re- 
called that when it was first introduced the 
idea was that it was broken up in the body, 
at least in part, into formaldehyde, and that 
its beneficial effects depended upon the ap- 
pearance of this substance in the urine. 
Later Cammidge asserted that no such 
change took place, and expressed the belief 
that the good results which accrued from 
the administration of the drug depended 
upon some other compound produced in the 
body or upon the substance itself. For this 
reason an investigation by Burnam which is 
recorded in the Archives of Internal Medi- 
cine of October 15, 1912, is of considerable 
interest, the more so as within the last few 
years the employment of hexamethylena- 
mine has been extended to the treatment of 
infections of the respiratory passages, of the 
cerebrospinal system, and of the biliary 
passages. We believe that Burnam is cor- 
rect in stating that no research has been 
made to determine how much of the drug 
or its educt, formaldehyde, is found in the 
secretions of the various parts which we: 
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have named after medicinal doses have been 
given. By means of delicate tests, which it 
is unnecessary to describe, he found that it 
was possible to estimate the presence of for- 
maldehyde when it was present in so small 
a quantity as 1 in 150,000 or less. As illus- 
trative of how careful we must be in draw- 
ing absolute conclusions between experi- 
ments upon animals and experiments upon 
man he points out that while this drug is ex- 
ceedingly well borne by rabbits, so that they 
can take a dose, hypodermically, which is 
equivalent to about 18 ounces for a man, 
nevertheless in no dose is the drug decom- 
posed into formaldehyde in the rabbit’s 
body, but escapes unchanged; whereas in 
the human: being’s body formaldehyde is 
formed, probably in the kidney by some ac- 
tion of the renal epithelium. This probably 
accounts for the fact that large doses given 
to man are prone to produce bloody urine 
and vesical irritation—symptoms which are 
not met with in the rabbit. Burnam, how- 
ever, proved that hexamethylenamine itself 
when present in the urine is devoid of any 
bactericidal property, for organisms exposed 
to it in solutions of from 5 to 10 per cent 
survived without any damage, whereas very 
weak solutions of formaldehyde, as, for ex- 
ample, 1 in 1000, destroyed various micro- 
organisms, such as the colon bacillus, the 
typhoid bacillus, the streptococcus and the 
staphylococcus aureus within twenty-four 
hours. This led him to employ weak for- 
maldehyde solutions by means of vesical 
irrigations for infections of the bladder. He 
found these solutions especially valuable for 
cystitis associated with ammoniacal decom- 
position of the urine, as, for example, that 
which occurs in enlarged prostate or vesical 
tumor. In chronic cystitis the solutions 
varied in strength from 1 to 4000 to 1 to 
8000, but occasionally even the weaker of 
these proves too strong, and in one patient 
he found that a solution of 1 to 12,500 was 
the strongest that could be employed. Hexa- 
methylenamine itself, when used in this 
manner, does not seem to be possessed of 
bactericidal properties. 

Concerning the rapidity of the elimination 
of this drug when given by the mouth, he 


found that it appeared in the urine in fif- 
teen minutes, reached its maximum excre- 
tion in twenty-four hours, and continued to 
be excreted continuously for eight hours, 
and even when a large dose was used it dis- 
appeared in twenty-four hours. After 
twelve hours the quantities were, however, 
very small. The amount of formaldehyde 
in the urine of a human being taking hexa- 
methylenamine by the mouth has not been 
determined, but it would seem probable that 
its quantity depends upon the size of the 
dose. Thus, small doses of 5 or 10 grains 
three times a day rarely showed any formal- 
dehyde in the urine, whereas larger doses 
usually produced some formaldehyde. The 
results attained were, however, irregular, 
for occasionally small doses showed formal- 
dehyde and large ones failed to do so. 

The view that the transformation when 
it does occur takes place in the kidney is 
supported by the fact that hexamethylena- 
mine is found in the blood going to the 
kidney, but no free formaldehyde. 

It is interesting to note that those cases in 
which no free formaldehyde fermed failed 
to benefit by the administration of the drug, 
although hexamethylenamine could be re- 
covered from the urine. Burnam believes 
that when the drug is given the urine should 
be tested for formaldehyde, and ascending 
doses given until this substance appears or 
until evidences of vesical irritation develop. 
The point is to give the largest dose possible 
without developing bladder irritation. 

In view of the reports which have been 
made concerning the usefulness of this sub- 
stance in infections of the respiratory, bili- 
ary, and cerebrospinal tract, it is interesting 
to note that this investigator failed to find 
any formaldehyde in the secretions of these 
parts in quantities which can exercise any 
antiseptic influence—that is to say, he found 
less than 1 to 150,000. Burnam therefore 
concludes that the use of hexamethylena- 
mine as a prophylactic or cure of infection 
in these parts of the body is useiess, but ad- 
mits that he is unable to explain the good 
results which seem to have beén obtained 
by clinicians. In other words, for these con- 
ditions he thinks it of little use, but in more 
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than 50 per cent of cases of infections of 
the urinary tract he believes that it is su- 
perior to any other drug that we possess. 





THE EFFECT OF DIGITALIS UPON 
BLOOD-PRESSURE. 





For many years medical men have almost 
universally believed that digitalis raises 
blood-pressure whenever it is given in ade- 
quate dose. For this reason they have 
thought that this drug should be given with 
caution, or not at all, in the presence of 
aneurism or when the patient has an abnor- 
mally high blood-pressure, unless at the 
same time vasodepressors, as, for example, 
one of the nitrites, are simultaneously ad- 
ministered with the object of diminishing 
the increased pressure which digitalis has 
been supposed to induce. These views have 
perhaps been largely dependent upon the 
fact that pharmacologists have proved that 
in healthy animals digitalis acts as a vaso- 
constrictor. With the constantly increasing 
use of the sphygmomanometer many ob- 
servers have noted that in cases of disease, 
and possibly also in healthy human beings, 
digitalis seems to exercise little if any in- 
fluence in this direction, and a considerable 
number of men with large experience now 
go so far as to assert that it is not contra- 
indicated in the presence of the conditions 
which we have named. 

In a paper published by Price in the 
British Medical Journal of September 21, 
1912, he combats the older view and reminds 
us that as long as eighteen months ago he 
read another paper in which he took the 
same position. He used doses of tincture of 
digitalis which were certainly large enough 
to be active, namely, from 15 to 20 minims 
three or four times a day, and continued its 
use until evidences of its general action 
were clearly manifested. He found that in 
no instance was there a rise of blood-pres- 
sure, and in one case there was a fall. This 
is the more important because the patients 
that he treated were suffering from various 
forms of valvular disease with more or less 
ruptured compensation, and therefore can 
be fairly compared to cases which com- 


monly receive this drug. In other words, 
his patients may be said to represent the or- 
dinary case in which digitalis is used better 
than healthy animals under experiment. 

Altogether Price investigated twenty-one 
cases, and while this number is not adequate 
to completely change our views concerning 
this important matter, his results, neverthe- 
less, are well worthy of attention. Another 
aspect of the matter in regard to aneurism, 
however, must still be considered, even if 
Price’s views are accepted, namely, that 
digitalis certainly powerfully stimulates the 
left ventricle and causes the heart to send a 
larger wave of blood, with greater force 
than before, into the arterial system, thereby 
naturally increasing the strain upon the 
aneurismal sac. For this reason its use in 
aneurism ‘should be cautious, or it should be 
avoided, even if it can be proved that there 
is no distinct rise in blood-pressure pro- 
duced by its direct vasomotor or vascular 
influence. 





BANTI’S DISEASE. 





Since it has been shown that Banti’s dis- 
ease is essentially a surgical affection—in 
other words, that it is amenable only to sur- 
gical treatment—that it is cured by removal 
of the spleen and leads inevitably to death 
under any other therapeutic measure, the 
surgeon’s interest has been greatly stimu- 
lated and many operations have been re- 
ported and many others performed, with 
varying success. It is probable that spleens 
have been removed for conditions quite 
other than that variously characterized as 
Biermer’s anemia, Laennec’s cirrhosis, or 
3anti’s disease. Inded, it is of major im- 
portance that the surgeon should have a 
clear concept of just what is meant by this 
term. 

Umber (Miinchener medizinische Woch- 
enschrift, July 2, 1912), on the basis of a ° 
singularly rich clinical experience, notes 
that Banti’s disease is essentialiy an affec- 
tion of children, or of young people, he al- 
most never having seen an exception to this 
rule. Some adults who presented them- 
selves with somewhat similar symptoms ul- 
timately were proven to be suffering from 
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cirrhosis of the liver with splenomegaly, or 
from some other affection not Banti’s dis- 
ease. The author observes that literature, 
especially that from other countries than 
Germany, is filled with reports of such cases 
inaptly called Banti’s disease. 

In the true Banti there is a general failure 
of health and strength, pallor, and finally an 
examining doctor discovers an enlargement 
of the spleen. This initial condition can last 
for many years, the anemia varying mark- 
edly and apparently causelessly from time 
to time. There is often, though not always, 
bleeding from the nose, mouth, and gastro- 
intestinal tract. Urobilin is usually found 
in the urine. The blood picture is not char- 
acteristic, being that of secondary anemia. 
A relative lymphocytosis is fairly common. 

The anemia is due to a toxic substance 
originating in the spleen and is promptly 
cured by removal of this organ. As the 
disease progresses secondary changes take 
place in the liver. 

Umber has operated on three cases, each 
in a different state of disease. The one in 
the earliest stage showed a large, moderately 
dense liver, with a lymphocytic infiltration 
of the periportal connective tissue. There 
was a beginning parenchymatous degenera- 
tion, due to the toxic substances carried 
from the spleen by the portal vein. The pa- 
tient was fifteen years old, and was cured 
by splenectomy. 

In the second case, somewhat more ad- 
vanced, there was a marked increase in the 
connective tissue of the liver and pro- 
nounced degeneration of the protoplasm. 
In both cases the spleen, in addition to pro- 
nounced pigmentation and enormous con- 
gestion of the sinuses and capillaries, 
showed enlargement of the follicles, but no 
marked increase in fibrous tissue. 

The third case, still further advanced, a 
‘child ten years old, showed wide-spread 
cirrhosis of the liver accompanied by some 
ascites. The spleen was taken out and re- 
covery was prompt, but the disappearance 
of the anemia was much slower than in the 
first two cases. This was due to the ad- 
vanced stage of the disease. 

In no case was there any pronounced 


icterus, and the urine was free from the 
coloring matter of the bile, but contained 
urobilinogen. The Wassermann and the 
Pirquet reactions were negative in all cases. 

From the diagnostic standpoint Umber 
places great importance upon careful meta- 
bolic studies, though it is probable that these 
are of service only in fairly well-advanced 
cases. Perhaps to the practicing surgeon 
the major importance of his paper is that it 
draws attention to the fact that the large 
majority of patients suffering from enlarged 
spleen, if they be adults, are not suffering 
from Banti’s disease, and that in many such 
splenectomy is not an operation to be ad- 
vised. 





TYPHOID INFECTION OF THE 
URINARY TRACT. 





It has long been recognized that those 
who completely recover from typhoid fever 
may still be sources of communal danger 
from the fact that they are carriers in the 
sense that they are constantly excreting ac- 
tive living organisms which if ingested by 
others susceptible to infection may produce 
typhoid fever. Levi was among the first to 
call attention to this fact. Many investi- 
gators have endeavored to collect the num- 
ber of cases exhibiting specific bacteriuria, 
with different results, varying from 15 to 50 
per cent of the cases observed. At times the 
bacterial content is so great as to cause dis- 
tinct cloudiness constituting a pronounced 
bacteriuria, not infrequently associated with 
a cystitis. It is held by many clinicians that 
the passage of bacteria from the blood- 
vessels through the renal epithelium and 
into the urine is essentially physiological and 
one of the important eliminating functions 
of the kidney. Others maintain that bac- 
teriuria is always an index of parenchyma- 
tous or glandular lesion. 

Lemierre and Abrami (Journal d’Urolo- 
gie, tome ii, No. 1, 1912) conducted a re- 
search in the hope of determining this mat- 
ter, using not only the typhoid bacilli but the 
paratyphoid, the colon, the dysenteric, the 
pneumococcic, the staphylococcic, and a 
number of others. They found a free renal 
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elimination, but always minute renal le- 
sions, appearing in the form of leucocytic 
nodules in the cortical region, around the 
arterioles, and in the intertubular spaces. 
From this and the result of autopsies they 
are well convinced that the bacteriuria of 
typhoid is always an index of renal lesions. 
Indeed, these are at times sufficiently pro- 
nounced to form miliary abscesses or even 
a well-developed pyonephrosis. Moreover, 
convalescent typhoids habitually exhibit al- 
buminuria suggesting definite renal lesion. 
Even when this albuminuria is not demon- 
strable, it by no means proves that minute 
lesions may not be present. 

The presence of bacilli in the urine does 
not necessarily, however, imply a renal 
source, since there may be hematogenous 
lodgment in the vesical wall. It has been 
observed that the urinary elimination of the 
bacilli may begin early, even during the 
period of roseolar eruption ; usually it comes 
somewhat later. 

The circumstance of greatest importance 
is, however, the long continuance of elimi- 
nation even after complete cure of the gen- 
eral infection. Interesting cases are quoted 
of weeks’ or months’ duration, and one in 
which the patient remained a typhoid carrier 
for thirty-five years after his typhoid fe- 
ver. This prolonged bacteriuria does not 
necessarily lead to any gross lesions of the 
urinary tract. However, it is not infre- 
quently associated with acute or chronic 
cystitis, which may show no clinical symp- 
tom other than pus in the urine with count- 
less typhoid bacilli. Exceptionally there is 
an association with colon bacilli. In other 
cases the symptoms of cystitis are frankly 
manifested. 

The typhoid carriers may eliminate the 
bacteria in their urine or in their stools, the 
latter being probably far more numerous 
than the former. Petruschki calculated that 
one of his patients was passing 170,000,000 
of bacteria per cubic centimeter of urine. 
Houston has reported the case of a woman 
suffering for three years from cystitis with 
an abundant typhoid elimination who had 
herself never exhibited sypmtoms of the 
disease, but had three years before nursed 


some children suffering from it. It is prob- 
able that in this case the patient in reality 
suffered from an unnoticed attack of ty- 
phoid fever. 

There are a sufficient number of clinical 
observations to show that certain endemics 
of typhoid can almost certainly be attributed 
to the presence of carriers. 

As to the prophylaxis, it is obvious the 
urine and fecal discharges of typhoid pa- 
tients should be immediately and completely 
disinfected as well as the water in which 
they are bathed, the hands of attendants re- 
ceiving scrupulous attention after adminis- 
tering a bath, handling a urinal or bedpan, 
or ministering in other ways to their pa- 
tients. 

The urine of typhoid convalescents should 
be carefully watched for those sudden ac- 
cesses of bacteriuria which are found more 
frequently in proportion to the zeal of the 
attendant physician in discovering them. In 
the German army the urine of every recruit 
is carefully examined from the standpoint 
of typhoid infection. As to the treatment 
of these carriers, it has been found that 
hexamethylenamine acts efficiently in the de- 
struction of the bacteria. Neufeld and 
others have shown that the administration 
of four grammes by the mouth caused the 
complete disappearance of all typhoid in the 
urine. In a case reported by Lemierre and 
Abrami two grammes a day given for six 
days entirely cured a purulent catarrh of the 
bladder and the bacteriuria which had per- 
sisted for about three months. It is consid- 
ered advisable to regard all typhoid subjects 
as carriers and to give, even when bacilli 
cannot be found in the urine, from one-half 
to one gramme of the hexamethylenamine a 
day during the entire course of the disease, 
or two grammes a day for ten days after 
the third and fourth week of the infection. 
It may happen that the bacteria will disap- 
pear for a while and reappear in the urine. 
The treatment should then be repeated. In 
some cases of bladder infection local treat- 
ment is needful, Lesieur advising perman- 
ganate of potassium in the form of vesical 
irrigation in the strength of 1:2000; this 
he regards as the most radical means of 
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eliminating a vesical infection of typhoidal 
origin. Unfortunately hexamethylenamine 
has not proven itself equally efficacious in 
the chronic affections of the biliary pass- 
ages, and there remains no way of protect- 
ing the community against such carriers 
aside from the general hygienic directions in 
regard to the disinfection of the stools and 
to the cleanliness of the hands after defe- 
cation. 





PANCREATIC LYMPHANGITIS. 





Chronic pancreatitis, long recognized as 
a common accompaniment of inflammatory 
affections of the gall-passages, and com- 
monly regarded as beyond help by means 
other than drainage of the gall-bladder, 
sometimes of the common duct, has had as- 
cribed to it a varying etiology. The infec- 
tion and resultant sclerosis may theoretically 
be hematogenous in origin, may reach the 
pancreas by continuity of tissue, may as- 
cend from the intestine or from the am- 
pulla, or may reach the gland through the 
agency of the lymphatics. 

Hematogenous infection is certainly rare, 
even pyemia exceptionally exhibiting pan- 
creatic lesions. Infection by continuity of 
tissue, though fairly common, is practically 
always local. Ascending infection is re- 
garded as the usual route in the vast major- 
ity of pancreatic cases. This theory is not 
universally satisfactory since in a large per- 
centage of cases disease of the pancreas is 
shown without any demonstrable altera- 
tions in the biliary passages. Moreover, 
pancreatitis is commoner in men than in 
women. Therefore the lymphatic route be- 
comes one to be seriously considered if it 
can be demonstrated that there is a distinct 
communication between the lymphatics of 
the pancreas and the four organs which are 


the elective foci for localizing infection, 
namely, the appendix, tube, the gall-bladder, 
and the region of the pylorus. The receiv- 
ing lymphatic nodes in communication with 
all these organs, and indeed many others, 
surround the pancreas and anastomose with 
the lymphatics of the latter. Hence com- 
munication of infection by lymphatic trans- 
ference seems reasonable. 

Deaver and Pfeiffer (American Journal 
of the Medical Sciences, tome cxliii, No. 4, 
1912) hold that the lymphatic relations are 
especially intimate between the vessels of 
the pancreas, duodenum, and the gall-blad- 
der, these trunks anastomosing about the 
pancreatic head. Hence, given a reversal 
of the current an infection of this portion of 
the pancreas is readily accomplished. This 
method of infection they consider as an im- 
portant part in the pathogenesis of acute 
pancreatitis associated with a duodenal 
ulcer or even duodenal catarrh. Indeed, 
the greater frequency of duodenal lesions 
in man coincides with the incidence of pan- 
creatitis. Franck has shown that the lym- 
phatics of the gall-bladder communicate 
with the nodes lying along the choledochus 
and the upper surface of the pancreas, the 
vessels at times forming an intercommuni- 
cating plexus with those of the latter organ, 
thus explaining the fact that chronic pan- 
creatitis may for a long time be confined in 
its gross manifestations to the head of the 
organ. 

From the therapeutic standpoint this sub- 
ject is one of considerable moment, since a 
pancreatic lymphangitis of this character, 
if the source of infection be rendered in- 
nocuous, offers a favorable prognosis. This 
is probably one of the explanations for the 
fact that draining the gall-bladder, even 
when no calculi are found, is followed by 
such striking betterment in general health. 


a” a 
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IODOGLYCEROLE IN THE TREATMENT 
OF MOUTH INFECTIONS. 

TALBoT in the Journal of the American 
Medical Association of August 3, 1912, re- 
minds us that no one drug has come into 
general use as a germicide with such uni- 
versal satisfaction as iodine. Its virtues are 
so well known in surgery as to require no 
comment. 

Talbot began the use of this drug in 
1878, when he commenced his researches in 
interstitial gingivitis. As a mouth antiseptic 
and germicide it acts more quickly and 
more satisfactorily than any other drug. 
The objection to the use of the official prep- 
aration, which contains 7 per cent iodine 
dissolved in alcohol to which is added 5 per 
cent potassium iodide, is due to the fact 
that frequent applications will destroy the 
mucous membrane of the mouth. To ob- 
viate this, he prepared the following and 
called it iodoglycerole: 


Water, 2 parts; 

Zinc iodide, 3 parts; 
Iodine (crystals), 5 parts; 
Glycerin, 10 parts. 


As compared with the ordinary tincture 
of iodine, the astringent properties are 
greatly increased; the glycerin causes rapid 
absorption and the irritating effects are re- 
duced to a minimum. The penetrating ef- 
fect is remarkable. The glycerin thickens 
the preparation and prevents it from mix- 
ing with the saliva and running over the 
mouth as the ordinary tincture will do. 
This preparation may be used on the gums 
every day, if necessary, without injuring 
the parts. The teeth as well as the soft 
parts of the mouth should be treated in like 
manner, since all germs are destroyed. He 
has been able to reduce decay of the teeth 
in his patients in the past ten years from 
30 to 40 per cent. All patients receive this 
treatment before or after each sitting. 

Patients present themselves with fetor of 
the breath, pus about the teeth, inflamed 
gums, diseased alveolar processes, acid mu- 
cus and saliva, the latter being also ropy 


and stringy, plaques on the teeth and decay, 
with all the forms of bacteria from the 
most harmless to the more dangerous patho- 
genic microorganisms, such as the pneumo- 
coccus, diphtheria bacillus, tubercle bacillus, 
and the germs of children’s diseases. Miller 
has demonstrated more than fifty varieties 
of microdrganisms in the mouth. Pus 
germs are often present in and about the 
necks of the teeth, and easily infect wounds 
and inflamed tissue. These germs are also 
taken into the stomach at every swallow; 
some pass through into the intestines and 
have been found in the feces. While most 
of the better class of patients possess fairly 
cleanly mouths, yet from 12 to 20 per cent 
of all patients have pus germs in the oral 
cavity. 

Tooth decay is due to lactic-acid ferment, 
and nearly every person has it to a greater 
or less extent. Clinic and dispensary pa- 
tients, and especially the poorer classes, who 
never use brushes, washes, or powders in 
the mouth, possess regular cesspools of 
filth. 

To prevent contagions and infections 
among public school children, their teeth, 
gums, and mucous membrane should be 
treated with iodoglycerole as often as once 
a week during the school term. 

What Talbot wishes particularly to call 
attention to is the wonderful effect this 
preparation has on bone disease, such as 
caries, necrosis, osteomyelitis, and all pus 
surfaces such as ulcers, carbuncles, boils, 
etc. When applied to the bone tissue, it 
does not corrode and coagulate, but pene- 
trates into the tissue, reaching the remote 
recesses of the cavity, and destroys the pus 
and other germs with which it comes in 
contact. 

Caries of the alveolar process due to ab- 
scessed teeth yields readily after the roots 
have been amputated, often without curette- 
ment of the bone. The soothing effect of 
the glycerin, the astringent and stimulating 
properties of the zinc iodide, and the 
germicide and antiseptic qualities of the 
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iodine, all help to restore bone tissue quickly 
to health. 

In all operations on abscess cavities, he 
thinks it should be used before as well as 
after operations; in extracting teeth, with 
or without abscess formation, it should be 
used before as well as after; in inflamed 
and diseased tonsils in which germs are 
always present, the preparation may be 
used with excellent results. 

Care should be taken in compounding this 
formula to see that the druggist uses the 
pure zinc iodide. 





ADHERENT PERICARDIUM. 


The London Practitioner for September, 
1912, contains a valuable article by Pir on 
this subject. Incurable as the condition is 
he has much to say about treatment. He 
rightly believes prophylactic treatment is 
most important, and that much more might 
be done to prevent children from develop- 
ing acute rheumatism by keeping the naso- 
pharynx in a healthy condition, and insist- 
ing that they should be instructed at school 
in nasal breathing. The majority of cases 
owe their origin to mouth-breathing, and 
are very often associated with adenoids; 
but, too often, when the adenoids have been 
removed, no instructions have been given 
about the training necessary to prevent their 
recurrence. 

It must be realized that acute pericarditis 
is infinitely the most grave cardiac lesion 
in childhood. All cases of rheumatism 
should be kept in bed as soon as possible, 
and, when acute pericarditis has developed, 
very prolonged rest in bed is necessary. 
Where it can be carried out, there is no 
doubt that it is wise to keep a child more 
or less at rest for at least six months. If 
the heart work is reduced to a minimum, the 
heart is much less likely to dilate, and, what 
is more important, the adhesions will be 
less extensive, more supple, and more likely 
to be absorbed than when the child is al- 
lowed to run about and take exercise. It is 
the toughening and intensifying of the ad- 
hesions, changes which take place very 
often from three to six months after the 


attack of acute pericarditis, which lead ulti- 
mately to the grave interference with the 
efficiency of the heart. 

It is a question to what extent one can 
control by drugs the density of the adhe- 
sions. Many are in the habit of administer- 
ing iodide of potassium and mercury, with 
the view of helping the absorption of the 
fibrin in the pericardial sac, and of allowing 
as little connective tissue as possible to 
form. In the later stages, also, fibrolysin 
has been used, but it is difficult to say at 
present whether it is of any great value. 

When a child is admitted with an ad- 
herent pericardium which is causing serious 
distress, more particularly when the chest 
wall is markedly retracted by the cardiac 
movements, it is obvious that it is only by 
diminishing the work of the heart that real 
benefit is likely to be obtained. By Brauer’s 
operation of cardiolysis, which consists in 
the removal of the sternal portions of the 
third, fourth, fifth, and sixth ribs, and if 
necessary part of the sternum over the 
heart, it is possible to take the strain off 
the heart, and allow the chest wall to fall in. 
In some cases the permanent benefit to the 
patient has been most marked; the signs of 
cardiac failure, such as ascites and edema, 
the dyspnea and cyanosis, have all been re- 
lieved, and the diaphragm has again been 
able to contract efficiently. It is difficult, 
however, when the patient is not very ill, to 
decide that the operation should be per- 
formed; and it is dangerous to perform the 
operation, when the condition of the patient 
has become so urgent that it is doubtful if 
he can survive the shock. The drawback, 
of course, is that it leads to a large deform- 
ity in the chest, which will be a disadvan- 
tage to the patient if, later on in life, he 
should attempt to do hard manual work; 
but as, probably in any case, he will never 
be fit for hard work, the objection is not so 
serious as it might seem to be. 

In bringing forward this subject, Pitt’s 
object has been to interest his readers in the 
diagnosis of the condition, when it compli- 
cates a cardiac valve lesion, and to show 
that in many cases, by paying attention to 
the inability of the diaphragm to move, to 
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the sucking in of the chest wall owing to 
the interference with the intercostal move- 
ments, and to the abnormal increase in the 
size of the heart, a correct diagnosis may 
often be arrived at. Pitt’s object is also to 
draw to cases of ascites and 
edema, which so often are not put down to 
their proper cause, because one is apt to 
forget that it is quite possible for the car- 
diac action to be very feeble, even with per- 
fectly normal valves. 

The operation of cardiolysis should in fu- 
ture, he thinks, be more frequently per- 
formed. 


attention 





THE PULMONARY ACTION OF THE 
ADRENAL GLANDS. 

JACKSON in the Journal of Pharmacology 
and Experimental Therapeutics for Sep- 
tember, 1912, in a paper on this subject con- 
cludes that the total results of his experi- 
ments bear out the opinion that in the intact 
animal one of the functions of the adrenal 
glands is to assist by means of their internal 
secretion in counteracting pathological pro- 
cesses or products which tend to produce an 
abnormal broncho-constriction. [This per- 
haps accounts for the valuable effects of 
adrenalin when used hypodermically in 
asthma.—Eb. | 





CARBOHYDRATE TREATMENT IN 
DIABETES. 

STRAUSS writing on this topic in the New 
York Medical Journal of October 26, 1912, 
reminds his readers that by carbohydrate 
treatment in diabetes we mean the adminis- 
tration of one definite single kind of carbo- 
hydrate food to the exclusion of other 
carbohydrates, in order to decrease the 
elimination of sugar, and to increase the 
tolerance for carbohydrates, as well as 
simultaneously to influence favorably an 
existing acidosis. The carbohydrate cures 
are by no means new, for the same in form 
of milk cure, rice cure, and potato cure have 
been known for a long time. But they did 
Only the “oat 
The latter showed itself to 
best advantage in severe cases of diabetes, 


not find general acceptance. 
cure” endured. 


particularly in such as were complicated by 
acidosis. Still, many cases of this kind are 
not benefited through the oat cure. We can 
never tell in advance whether it will be 
successful; we have always to put up with 
the trial tests. 

The oat cure has been used up to recent 
times according to a definite plan, and the 
effect of oats was regarded as specific. 
Recently, however, it was found that this is 
not the case to such an extent as it was 
believed to be; for we can obtain similar 
results with other kinds of flours, for ex- 
ample, with wheat flour, and flour of unripe 
bananas, if but the diet is at the same time 
free of meat and poor in proteids. It also 
seems to be of great importance that the 
carbohydrate treatment be preceded as well 
as followed by a few days of vegetable-egg 
diet—i.e., free of meat and poor in proteids. 

Through the recognition of this fact, the 
method of administration of the flour cures 
has become more liberal and more indi- 
vidual, and the sphere of indications has 
widened. A rigid regimen is not necessary ; 
we add to a diet, free of meat and poor in 
proteids, an amount of flour soup corre- 
sponding to the individual tolerance. When 
two days of vegetable-egg diet precede and 
follow, we obtain by the use of three days 
of flour soup a “cure week,” which, accord- 
ing to the peculiarity of the individual case, 
is intercalated every two, three, or four 
weeks into the permanent diet, and is par- 
ticularly made use of in cases of imminent 
coma. Recently, in Strauss’s own research 
work, inulin, a polysaccharide of levulose, 
has shown itself markedly superior to the 
common sorts of flour, when it was baked 
together with eggs or administered in vege- 
tables poor in carbohydrate—but not in the 
form of inulin bread; we should, therefore, 
not neglect inulin in cases of grave diabetes, 
especially if acidosis is present. 

The carbohydrate treatment must always 
be combined with a corresponding perma- 
nent diet regimen which must conform to 
the conditions of the individual cases. 

The ascertainment and consideration of 
the “food optimum” in the individual cases 
is above all a desideratum in the right di- 
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rection for the feeding of the diabetic, 
which shows, at the present time, a more 
individual stamp than formerly. The re- 
duction of the amount of proteid in the 
food, as well as a larger or smaller reduc- 
tion of the caloric value of the ingested 
food—perhaps in form of a “drink day”— 
must be regarded as progress of the mod- 
ern treatment, the principle of which 
reads: Find that kind of carbohydrate of 
which the patient can ingest the greatest 
amount with the lowest possible elimina- 
tion of sugar and with diminution of exist- 
ing acidosis. 





THE VACCINE TREATMENT OF 
PERTUSSIS. 

ZAHORSKY in the Interstate Medical Jour- 
nal for October, 1912, reaches these con- 
clusions: 

Pertussis vaccine in doses of 30 to 50 
million is a very helpful therapeutic 
resource. 

It should be given hypodermically every 
three or four days in infants from the very 
beginning ; in older children at the height of 
the disease. 

It is questionable whether it hastens per- 
manent immunity. 





ADRENALIN IN ARTHRITIC AFFEC- 
TIONS. 

Scumipt in Medizinische Klinik of Sep- 
tember 15, 1912, calls attention to the im- 
portance of the vasomotor system in certain 
forms of arthritis as indicated by its occa- 
sional complication with erythemelia, Ray- 
naud’s disease, and the like. Especially in 
chronic aseptic forms of arthritis we are 
led to suspect that disturbances in the 
equilibrium of the blood glands may also be 
the explanation of other vasomotor disturb- 
ances, and color is given to the thought by 
the accompanying symptoms, such as tro- 
phic disturbances in the skin and in the sub- 
cutaneous cellular tissue, in the sense of 
scleroderma, multiple lipomata, peculiar 
edema of the skin, disturbance in the growth 
of the hair, such as alopecia, etc., and hypo- 
hydrosis. 


The occasional beneficial effect of thyroid 
gland on chronic arthritis (Lancereaux) de- 
serves earnest consideration in spite of the 
questionable conclusion which has been 
drawn from it of the existence of “Rheu- 
matisme chronique thyroidien.” Schmidt 
says he is in a position to relate some inter- 
esting facts in regard to the organotherapy 
inaugurated by the thyroid gland treat- 
ment, and cites the case of a young woman, 
aged twenty-seven, in whom four years ago 
osteomalacia appeared simultaneously with 
attacks of tetany, typical changes in the 
pelvis having been noticed. After ten in- 
jections of adrenalin (1:1000), 1 Cc., the 
ostalgia disappeared completely. At that 
time, in explaining this marvelous effect— 
to use the patient’s expression—which has 
also been observed by others, he called at- 
tention to the similar behavior of bronchial 
asthma, where after a few injections of 
adrenalin the whistling disappeared, breath- 
ing became freer, and the swelling in the 
bronchial membrane decreased visibly. 

Numerous anatomico-pathological inves- 
tigators (Recklinghausen and others) have 
shown that in osteomalacia we have to deal 
with a hyperemic swelling of the marrow. 
The ostalgia is undoubtedly due to hyper- 
emic inflammation in the periosteum and in 
the marrow. 

The presence of a circulus vitiosus is a 
possibility here. The partially active and 
partially passive congestion of the marrow 
causes the pain and may have a hyperemic 
reaction. As in asthma, the adrenalin then, 
in relieving the congestion in the marrow, 
may break a circulus vitiosus. This seems 
to Schmidt to be a more plausible theory 
than the supposition that only a few injec- 
tions of adrenalin could so influence the in- 
sufficiency of the epithelial bodies (which 
is to be assumed in this case) as to bring 
about a change in the blood-gland system. 

Since there seems to be some association 
between arthritic processes and osteomala- 
cia, in the treatment (hot-air, etc.) as well 
as in the predisposing causes (damp dwell- 
ings and the like), and as the congested con- 
dition appeared like the counterpart of 
synovitis, it does not seem hopeless to try 
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adrenalin in the treatment of diseases of the 
joints. The injections were made with due 
regard to the usual contraindications. The 
dose of 14 to 1 Cc. of Parke, Davis & Co.'s 
solutio adrenalini (1:1000) was injected in 
the anterior surface of the thigh, where ab- 
sorption takes care of itself. The results of 
this treatment up to the present time have 
been extraordinarily favorable. Subjec- 
tively the patient feels considerable relief 
shortly after the injection, and objectively 
there is occasionally a rapid decrease in the 
effusion into the joints. 

Since such differentiated joint affections 
as polyarthritis vulgaris and the gonorrheal 
and luetic forms react favorably it may be 
assumed that the point of attack is of a 
general pathological nature, and it seems 
plausible that this may be found in the 
vascular region of the joints. Thus adren- 
alin should be a common factor in the treat- 
ment of bronchial asthma, osteomalacia, and 
arthritic processes. 

The experiments are being continued, and 
Schmidt hopes soon to be able to report fur- 
ther favorable results in the treatment of 
diseases of the joints with adrenalin. 





THE PRESENT STATUS OF CORPUS 
LUTEUM ORGANOTHERAPY. 

KRUSEN, in the American Journal of Ob- 
stetrics for October, 1912, states that after 
a careful study of the literature and the ob- 
servation of his own patients, he believes 
the following conclusions formulated by 
Morley are justifiable: 

1. The ovary possesses an internal secre- 
tion. 

2. This internal secretion is produced by 
the corpus luteum. 

3. In so-called ovarian insufficiency, re- 
lief may be obtained with an extract of the 
corpus luteum. ; 

4, No untoward symptoms result from its 
use in conditions where it is indicated, even 
if no relief is obtained. 

5. The extract should be given a fair 
trial before it is discontinued. 

6. The extract used should be one that 
has been carefully prepared. 


7. All glands that possess an internal se- 
cretion are more or less intimately con- 
nected. 

8. Further experimental work will no 
doubt add new light to many of the ques- 
tions that are still in a nebulous stage. 





MEDICAL TREATMENT OF GASTRIC 
ULCER. 

In the British Medical Journal of Octo- 
ber 12, 1912, DAwson says that of all drugs 
he prefers bismuth subnitrate in the treat- 
ment of gastric ulcer. In some cases, at the 
commencement, it has been demonstrated by 
the x-rays that in the presence of an ulcer 
some of the bismuth adheres to the raw sur- 
face. Aaron says, in his book on diseases 
of the stomach: “The subnitrate disinte- 
grates slightly and liberates some of its 
nascent nitric acid, which acts locally as a 
stimulant, astringent, and antiseptic. The 
nascent nitric acid coagulates the albu- 
minous surface of the ulcer, and thus acts as 
a protection to the healing.” 

Dr. Aaron wisely thinks that to get this 
result bismuth subnitrate must not be ad- 
ministered with an alkali, for the alkali 
would destroy the small quantity of nascent 
acid developed. 

Riegel has also found bismuth subnitrate 
valuable in the cure of gastric ulcer. The 
administration of large quantities of bis- 
muth by means of the stomach tube, after 
washing the stomach out, is suggested by 
Fleiner. The stomach tube is certainly un- 
necessary, as one can give large doses by 
the mouth first thing in the morning. 

The bismuth subnitrate can be taken, as 
a rule, in powder or cachet form. While 
the patient is absolutely on milk, 5 grains 
may be sufficient before each tumbler of 
milk, and should be continued after all dis- 
comfort in the gastric region has disap- 
peared. Later on it may be advisable to 
give it suspended with a little tragacanth, to 
which some chloroform water has been 
added, in the hope that the chloroform will 
tend still further to diminish any fermenta- 
tion. 


If an alkali is required to diminish the 
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acidity, magnesium oxide is preferable to 
sodium bicarbonate. Boas has shown what 
enormous doses of sodium bicarbonate are 
required. If more than 25 per cent of hy- 
drochloric acid is present, no less than 214 
drachms of sodium bicarbonate is required 
to neutralize it. Another great disadvan- 
tage of the sodium bicarbonate is that it 
forms sodium chloride, and this in its turn 
tends to increase the formation of hydro- 
chloric acid. Magnesium oxide will neu- 
tralize nearly four times as much hydro- 
chloric acid. As a rule, however, it will be 
found that the lime-water added to the milk 
is sufficient in the treatment of gastric ulcer. 

Constipation has to be carefully guarded 
against. Hence -the treatment by means of 
olive oil, as recommended by Karl Walko, 
may be of service. He gives 100 to 200 
grammes of simple olive oil by means of a 
stomach tube for three to six days. Per- 
sonally Dawson has had no experience with 
these large doses, although 20 to 40 
grammes of olive oil with sodium bicar- 
bonate, when well tolerated, can often be 
employed with great advantage. This is 
best done by means of the stomach tube the 
first thing in the morning after washing out 
the stomach. Dr. Faber, of Copenhagen, in 
a personal conversation tells Dawson he has 
obtained excellent results by this method. 

The administration of a small dose of 
castor oil daily is often of great service, and 
the castor oil seems to have the double ad- 
vantage of keeping the bowels acting regu- 
larly, and at the same time helping the heal- 
ing of the ulcer. 

The daily use of a small dose of Carls- 
bad salts is valuable in the later treatment 
of gastric ulcer. When the patient has got 
so well that he can be given ordinary light 
diet, it is often found that he will improve 
more rapidly when he takes one teaspoonful 
of Carlsbad Sprudel salt in half a pint of 
warm water the first thing in the morning. 
In some cases double doses may be required. 
This second dose should be taken in half a 
pint of hot water with an interval of at least 
twenty minutes between the drinking of the 
two glasses, and there should be at least an 
hour’s interval before breakfast is taken. 


In cases in which the patient is anemic, 
the administration of iron in the form of 
hemoglobin may improve the general nutri- 
tion. In cases of marked anemia the sub- 
cutaneous injection of iron and arsenic is 
preferable. 

In the case of pain, when the hot fo- 
mentations and bismuth have not been suf- 
ficient to relieve the patient, Dawson pre- 
fers to give codeine or morphine. 

In the treatment of hematemesis, the 
complete rest and the ice-bag to the stomach 
seems to be sufficient, and in order to get the 
complete rest it may be necessary to give 
codeine, and for the first two to five days 
rectal feeding should be avoided. Sterile 
normal saline solution may be injected di- 
rectly into a vein in cases of urgent collapse, 
but good results may often be obtained by 
simple subcutaneous injection. 

In cases of hemorrhage, Dr. Habershon 
recommends adrenalin chloride (1 to 1000) 
in one-drachm doses every two or four 
hours. Dawson himself has used the hypo- 
dermic injection of ergot with apparently 
good results. 





THE IMPORTANCE OF PROMPT TREAT- 
MENT OF LARYNGEAL DIPHTHERIA. 

CHANDLER, in the New Orleans Medical 
and Surgical Journal for October, 1912, 
gives the following advice: 

1. In laryngeal cases, don’t wait to give 
antitoxin until you are absolutely sure that 
your patient has diphtheria. Give it, and 
make your cultures and microscopical exam- 
inations later. 

2. It is never too late to intubate or per- 
form tracheotomy. Never let your patient 
smother to death. On one occasion, when 
caught unprepared, Chandler states he had 
to borrow a knife that was so dull that, on 
reaching the trachea, it was almost impos- 
sible to get an opening into it. The patient 
got well. The only instrument on hand was 
this borrowed knife. 

3. Every country practitioner should 
always have on hand one or more packages 
of antitoxin. He is certain to need it some 
time, and it is like the Texan’s gun. 
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4, When you have gradual increase to ob- 
struction in respiration, unless the cause is 
clear, give antitoxin. Chandler was called 
to a case with a history of having swallowed 
concentrated lye, and the attending physi- 
cian attributed it to that cause. He could 
see the larynx plainly, and found no mem- 
brane, but felt that it was diphtheric, and 
gave antitoxin, which brought prompt relief. 

5. Do not be misled by the apparent im- 
provement during the relaxation following 
the struggle from a spasmodic increase of 
the obstruction. Remember the membrane 
is still there, and will steadily increase until 
95 per cent or more will die, unless it is 
stopped by the use of antitoxin. 

6. Do not mistake the absence of retrac- 
tion of the abdomen, and the easy move- 
ment of the chest accompanying the exhaus- 
tion following the desperate effort, for an 
improvement in respiration. Put your ear 
on the chest to determine if the air is 
entering the lungs. 





THE BLOOD-PRESSURE IN RHEUMA- 
TOID ARTHRITIS AND THE 
EFFECT OF BATHS. 

In the Medical Chronicle for October, 
1912, HicKLING reaches these conclusions 
as to this subject: 

1. In rheumatoid arthritis the average 
blood-pressure, both systolic and diastolic, 
though rather low, is within normal limits. 

2. The blood-pressure, particularly the 
diastolic, tends to rise as age advances. 

3. In young people, blood-pressure rises 
with the duration of the disease; in older 
persons it diminishes. 

4, An increase of temperature is accom- 
panied by a steady fall in systolic pressure ; 
diastolic pressure also falls, but not until 
the temperature is considerably raised. 

5. Diastolic pressure rises with the bar- 
ometer, but systolic pressure is little af- 
fected. 

6. Effect of bath treatment: 

Immediate. The immediate effect varies 
in different individuals and even in the 
same person at different times. A fall in 
systolic pressure is more frequent than a 


rise ; in diastolic pressure there is no differ- 
ence in frequency. An increase in blood- 
pressure is noted more often when the 
douche is used than when it is not, but the 
douche does not always produce a rise. 

Remote. The blood-pressure, after a 
short course of baths, is little altered; a fall 
occurs more frequently than a rise, but the 
difference between initial and ultimate pres- 
sure is slight. 

Prolonged course. A prolonged course 
of baths has no appreciable effect on the 
blood-pressure of rheumatoid patients. 





THE TREATMENT OF NASAL HEAD- 
ACHE. 

Witson in the Medical Chronicle for Oc- 
tober, 1912, discusses the various forms of 
headache depending upon disease of the na- 
sal sinuses. 

If the patient is not particularly incon- 
venienced by his sinus suppuration, pallia- 
tive treatment is desirable in the first in- 
stance, and for the reason that many cases 
undoubtedly clear up under the most con- 
servative treatment, such as simple lavage 
of the sinus and attention to general health 
and toilet of the nasal cavities. In how 
many unfortunate cases can we say that the 
more the sinuses are treated the more is the 
patient troubled with his nasal condition? 
Among drugs aspirin is the most useful for 
headaches and really relieves severe pain. 
Menthol inhalations and postural treatment 
in the acute cases give good results. Hot 
fomentations are the best of external ap- 
plications. 

Antral Suppuration and Catarrh—The 
inhalation of menthol steam and a few days’ 
rest with the head over to the opposite side 
and dependent often bring a cure. Failing 
this, simple aspiration (by Lichwitz trocar 
and cannula), perhaps repeated, and wash- 
ing out with boric solution, will cure. If 
this does not succeed, then simple removal 
of a part of the internal wall under the in- 
ferior turbinal will cure nearly every case. 
The practice of removing the anterior end 
of the inferior turbinal is usually unneces- 
sary, since the sinus will heal under a sim- 
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ple nasal “sniff” (a douche is always dan- 
gerous), and lavage of the sinus by any 
nozzle is unnecessary. 

No attempt should be made to remove 
polypi; and the Caldwell-Luc operation 
should be reserved for tumors or carious 
bone. The Caldwell-Luc operation with 
removal of polypi and mucous membrane 
cannot be too strongly condemned. 

The external opening in the cheek is in- 
advisable for the following reasons: (1) 
Edema, tenderness and neuralgia from 
scarring, and adherence to bone frequently 
result. (2) Streptococcal infection has 
been seen to result in serious trouble by 
Wilson. (3) Where the mucous membrane 
and polypi have been removed he has seen 
the antra repeatedly fill up with a thick 
viscid secretion which he has extracted with 
bent forceps, failing other means of re- 
moval. 

Frontal Sinus Disease—The radical op- 
eration should not be performed until treat- 
ment by removal of the middle turbinal 
operculum to improve drainage has been 
tried. Of course, in the event of any ex- 
ternal swelling or sign of intracranial trou- 
ble radical treatment is desirable. 

The osteoplastic-flap operation cannot be 
too strongly condemned; it is very difficult 
to secure complete obliteration of all the 
sinuses. Wilson has seen (1) recurrence of 
suppuration in the anterior wall of the 
frontal sinus; (2) almost fatal postnasal 
hemorrhage occurring a few hours after- 
wards ; this was followed by collapse of the 
bony flap and great deformity. 

He has also met with a case of fatal 
meningitis following the Killian operation. 

Such dangers are not negligible and 
should not be risked because of the simple 
presence of pus in the nose. 

Ethmoidal and sphenoidal sinus opera- 
tions are much more safe and easy with the 
patient in a chair and under cocaine anal- 
gesia. 

The least possible amount of destruction 
of nasal structures should be undertaken. 
In the case of sphenoidal sinus disease, the 
septum and middle turbinal should be sep- 
arated by the long nasal speculum; and then 


in many cases the sphenoidal ostium will he 
visible and can be probed or catheterized 
with the finest possible catheter. In a good 
proportion of cases this maneuver will al- 
low the anterior wall of the sinus to be 
broken down without removal of the tur- 
binals after measurements have been taken 
of the distance of the anterior wall with the 
probe. 





GIVING DRUGS TO INFANTS AND 
CHILDREN. 

Bartley in the Long Island Medical 
Journal for October, 1912, reminds us that 
very bitter drugs, such as quinine salts, 
creosote compounds, ichthyol and camphor, 
are the most difficult drugs to disguise. The 
aromatic syrup and elixir of yerba santa and 
adjuvant elixir are the best for this pur- 
pose. Quinine salts rubbed into a paste 
with spirits of chloroform and suspended 
in one of these liquids will be taken by al- 
most any child with little difficulty. Creo- 
sote carbonate rubbed up with sweet almond 
and shaken with equal parts of aromatic 
syrup of yerba santa and water will be 
taken by most children for some time with- 
out objection or apparent digestive disturb- 
ance. 





THE TREATMENT OF ACNE VULGARIS 
BY AUTOGENOUS VACCINES. 

In the Long Island Medical Journal for 
October, 1912, PorTer says that although 
good results may often be obtained by the 
use of stock vaccines, they quite frequently 
fail, and the autogenous vaccines should 
always be employed when possible. 

Vaccines should not be relied upon as the 
sole remedy in the treatment of acne. The 
constitutional and local therapeutic meas- 
ures generally resorted to in this disease 
should be faithfully used in addition. Most 
of these patients are in need of a general 
tonic. Exercise, diet, and personal hygiene 
are important factors to be considered in 
conjunction with the treatment. In the 
cases of deep-seated acne pustules which 
refuse to come to a head, hyperemia by 
means of dry cupping is an essential adju- 
vant to the treatment. 
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In conclusion, it may be said that the 
acne bacillus or the staphylococcus albus, or 
a combination of these two organisms, is 
found in the majority of cases of acne vul- 
garis. ; 

Second, vaccines are especially useful in 
the treatment of acne vulgaris, if properly 
and judiciously employed. 

Third, autogenous vaccines give better re- 
sults than stock vaccines. 

Fourth, acne vulgaris is not always amen- 
able to vaccine therapy and many cases 
prove very obstinate to treatment, often re- 
quiring much care and persistence before a 
cure can be obtained. 





THE USE OF PITUITARY EXTRACT IN 
OBSTETRICS. 

In the American Journal of Obstetrics 
for October, 1912, REyNoLps says his ex- 
perience with pituitary extract has led to the 
following conclusions: 

It is inactive in the presence of fever. 

It is a powerful galactagogue. 

It stimulates uterine contractions in from 
fifteen to thirty minutes after being injected 
intramuscularly. 

It causes a rise of blood-pressure and 
slowing of the pulse; the highest pressure 
occurring between twenty and thirty min- 
utes after the injection. 

It does not cause an inflammatory reac- 
tion at the site of the injection or any no- 
ticeable nervous symptoms. 





NON-POISONOUS ANESTHESIA OF 
MUCOUS MEMBRANES. 

Joacuim in the New Orleans Medical 
and Surgical Journal for October, 1912, re- 
minds us that we now possess agents for the 
production of local anesthetic effects which 
are far less poisonous than cocaine, and at 
least equally efficient. From personal ex- 
perience Joachim assures us that on the 
mucous membrane of his own nose a far 
pleasanter, more efficient and more lasting 
anesthesia can be produced by the use of a 
20-per-cent alypin-adrenalin solution than 
by a 20-per-cent cocaine-adrenalin solution. 
The agents to which our attention is called 


are novocaine and alypin. The addition of 
adrenalin acts as a synergistic and ischemic. 
These drugs are not, as cocaine is, ischemic 
or vasomotor. Of determining influence 
upon our choice of agents for local anes- 
thesia is the frequent necessity for submu- 
cous injections of such agents. If we have 
at our command a relatively non-poisonous 
local anesthetic of equal efficiency as, or 
better than, cocaine, we are free to use it in 
greater quantity and surer to produce the 
desired result. If we inject, for instance, 
in the removal of both tonsils, 5 Cc. of a 
one-per-cent cocaine solution, we already 
have reached the maximal dose. A larger 
quantity than this will often have to be used 
for effective anesthesia. 

In doing this we are entirely too near the 
danger line. If, however, we use a novo- 
caine-adrenalin solution of even double the 
strength, we can use several times this 
quantity with impunity. Aside from the 
danger we are running by the use of co- 
caine-adrenalin solution, we rarely produce 
in our patients, when we use the relatively 
non-poisonous preparations, the symptoms 
of temporary collapse, oppression of breath- 
ing, and overstimulation of the heart cen- 
ters. The operator’s mind is certainly far 
more at ease. On the contrary, a 20-per- 
cent alypin solution will produce a hyper- 
emia of the mucous membrane. It is there- 
fore of essential and of utmost importance 
to add to these agents a relatively greater 
amount of adrenalin than we are usually 
adding to cocaine. To a 20-per-cent solu- 
tion of alypin, 1-5 in vol. of a 1:1000 adren- 
alin solution should be added to produce a 
thorough anesthesia anemia of the mucous 
membrane; for weaker solutions a lesser 
proportion may be used. For submucous 
resections of the septum Joachim adds 15 
drops of 1:1000 adrenalin solution to four 
drachms of a 2-per-cent novocaine solution, 
and this is sufficient to produce, if properly 
injected, a painless and bloodless field for 
operation. It is sufficient to say that con- 
versation, aside from the topic of operation, 
has repeatedly been carried on by the patient 
during the operative procedure. 

Braun, who has investigated the rela- 
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tive toxicity of cocaine and novocaine thor- 
oughly, tells us that novocaine-adrenalin 
solution possesses about one-tenth the tox- 
icity of cocaine. One may use 25 Cc. of a 
2-per-cent novocaine-adrenalin solution to 
come within the danger zone of 5 Cc. of a 
one-per-cent cocaine-adrenalin solution. 
This ought to make clear the difference of 
their relative danger, both being of equal 
efficiency. Alypin is one-third to one- 
fourth of the poisonous strength of cocaine, 
and if adrenalin solution is added is, in the 
experience of the writer, in solutions of 
equal strength more efficient than the co- 
caine solution. Another great advantage 
of the use of these solutions is the fact 
that they may be boiled and _ rendered 
sterile, with certainty, just before using. 
When this is done the adrenalin solution 
might be added after cooling of the boiled 
solution. Cocaine and adrenalin solutions 
do not possess any activity after boiling. 
Owing to a feeling of distrust and appre- 
hension which came over him when he was 
handed a stock Schleich’s solution for in- 
filtration purposes, he has long since pre- 
ferred to use his own solution and boil it 
before injecting. Experience has proven 
that the use of a 2-per-cent novocaine- 
adrenalin for membranous work and 20- 
per-cent alypin-adrenalin solution for sur- 
face anesthesia are the most advantageous 
methods of use. 

The possibility of using, without danger, 
a large quantity of a solution producing an 
effective local anesthesia has in a measure 
widened the field of our activity in the 
nose, throat, and about the ear, and enables 
us to undertake operative procedures which 
we could not do with the same degree of 
thoroughness nor with the same freedom 
from pain or distress to the patient unless 
we employed dangerously large doses of 
cocaine solutions or resorted to general 
anesthesia. 

For the removal of tonsils in adults this 
method is particularly applicable. In the 


nose, for surface anesthesia, 20-per-cent 
alypin-adrenalin solution is superior to co- 
caine, and 2-per-cent novocaine-adrenalin 
injection is entirely adequate for all opera- 


tions which can be done with local anes- 
thesia. The writer does not hesitate to in- 
clude with such additional attention as the 
cavity itself may need, the Caldwell-Luc 
operation or the Ingall’s operation for the 
opening of the frontal sinus, or the mastoid 
operation in certain conditions or laryngeal 
operations. 

Another point of importance is the neces- 
sity of waiting six or eight minutes after 
injecting the solution before beginning to 
operate. This is somewhat longer than we 
usually wait when we use cocaine solution. 
The success of this method also depends 
somewhat upon the use of the proper needle 
and syringe. The best syringe he has found 
is the Record syringe, and the needle has 
a point similar to the needle used for spinal 
analgesia—that is, the point is cut much 
shorter than the usual hypodermic needle, 
and is less liable to penetrate the mucous 
membrane beyond the point of introduction. 

To attain the desired result it is not only 
necessary that the solution used be made up 
properly, but it is essential that it be in- 
jected into the right place. The criterion 
of this part of the procedure is our know- 
ledge of the distribution of the sensory 
nerve supply of the region we wish to 
anesthetize. We should attempt to inject, 
whenever it is possible, into or around the 
nerve trunk which supplies the parts. 





TREATMENT OF THE AGED. 


NASCHER, in the New York Medical Jour- 
nal of October 12, 1912, writes on this topic. 
He believes that in the treatment of chronic 
constipation in the aged the condition is fre- 
quently aggravated through the improper 
use of purgatives. The indications for treat- 
ment are clear if we remember that the 
cause of this constipation is waste and atony 
of the muscular fibers, whereby peristalsis 
is lessened, and that in many cases this con- 
dition has led to a dilatation of the lower 
end of the colon and rectum, whereby an 
inelastic pouch was formed. Feces collect 
in this pouch and do not move along. In 
these cases powerful peristaltic stimulants 
are required, and the one most suitable is 

















aloin. The action of aloes begins in the 
stomach, becomes stronger in the large in- 
testines, and is most powerful in the de- 
scending colon and rectum, the cathartic 
action being produced in from ten to twelve 
hours. The combination with belladonna is 
irrational, as the belladonna is added to 
avoid griping, which it does by inhibiting 
peristalsis. Another disadvantage is the 
action of belladonna in suppressing the in- 
testinal The popular aloin, 
strychnine, and belladonna pill is a thera- 
peutic monstrosity in which the incidental 
effects of the drug are entirely ignored. 

Rhubarb, senna, cascara sagrada, ox-gall, 
and castor oil are milder peristaltic stimu- 
lants, each having some advantages and 
some disadvantages, which should be con- 
sidered in every case. The prolonged use 
of aloes is apt to cause hemorrhoids and a 
habituation to the drug. If piles are pres- 
ent, aloes should not be used. Rhubarb 
produces a soft stool; there is no griping, 
and there is no habituation. The objection 
to it is its secondary astringent action upon 
the intestines, this action following the per- 
istaltic stimulation, necessitating a repeti- 
tion of a cathartic the next day. Castor oil 
interferes with the digestion, and this ob- 
jection is sufficient to discard it in senile 
cases. Cascara is probably the cathartic 
for prolonged use, although its bitter taste 
makes it disagreeable to take and it pro- 
duces in some cases a revulsion which can- 
not be overcome. It should be given in 
small doses several times a day. The bile 
salts being natural to the system can be used 
continuously without harm, but they are 
disagreeable to take, the dose is uncertain, 
depending upon the activity of the liver, 
and ‘the cathartic action is mild and often 
absent. The salines should not be used 
unless there has been no stool for several 
days, when a single dose, preferably of a 
natural saline water, should be _ taken. 
Nascher asserts he has had no experience 
with hormones and can say nothing about 
them. 

A few general suggestions about the ad- 
ministration and action of drugs in senile 
cases may not be out of place here. 


secretions. 
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Drugs should be given in solution when- 
ever possible, alkaloids in preference to 
crude drugs, tinctures, or extracts. Insolu- 
ble drugs like calomel and arsenous acid act 
very slowly, while gelatin-coated pills and 
capsules frequently pass through the bowels 
unchanged. The bromides are rarely re- 
quired ; they are slowly absorbed and elim- 
inated. For this reason, when required at 
all, one strong dose is better than several 
small doses at short intervals. Chloral is 
dangerous’ in large doses and useless in 
small doses. The sallowness of the aged 
is generally due to poor surface circula- 
tion and to skin changes, and not to a de- 
ficiency in hemoglobin. If there is such 
deficiency hemoglobin acts more certainly 
and with greater rapidity than any iron 
preparation. When a person takes alcohol 
habitually, it will be useless in emergency. 
Blood-pressure-raising drugs like digitalis, 
suprarenal extract, strychnine, caffeine, 
camphor, and atropine should never be 
given except in an emergency, and then 
combined with a drug which lowers blood- 
pressure, like alcohol or nitroglycerin. For 
the same reason chloroform as an anes- 
thetic is safer than ether or nitrous oxide. 
It should be borne in mind, however, that 
surgical work in the great cavities, upon 
large nerve trunks, and where blunt dis- 
section is involved, lowers the blood-pres- 
sure, and in such cases chloroform favors 
collapse. 

As the elimination of calcium is dimin- 
ished in the aged, the excess of calcium is 
utilized in the calcification of cartilages, 
sclerosis of arteries, and local deposits as in 
gout. For this reason the calcium salts 
should never be employed in senile medi- 
cation, 





POTASSIUM IODIDE AN ANTIGALAC- 
TAGOGUE. 


HOoDGKINSON, in the Australasian Medical 
Gazette of September 14, 1912, tells us that 
in the 1895 edition of “Materia Medica and 
Therapeutics” by Dr. J. Mitchell Bruce, the 
short statement is made that “Iodide of po- 
tassium is said to act as an antigalacta- 
gogue.” 


After seeing, during his student 








38 THE THERAPEUTIC GAZETTE. 


days, the troublesome and tedious methods 
used in maternity cases, in which, because 
of the death of the child or for some other 
reason, it had been necessary to arrest the 
secretion of milk, Hodgkinson determined 
to test the value of this statement at the 
earliest opportunity. 

His first experience of its use was highly 
satisfactory, and he has now been using it 
for this purpose for about twelve years with 
complete success. 

In a large majority of the three hundred 
odd cases in which he has prescribed it, one 
dose has been sufficient to absolutely inhibit 
any further secretion of milk, while any 
discomfort present has usually disappeared 
in five or six hours. Occasionally a second 
dose is required, but only in one case was it 
necessary to give four doses on successive 
days. 

His usual formula is as follows: 

R& Potassii iodidi, gr. xxx to gr. xl; 

Phenazoni, gr. x; 

Spt. ammon. aromat, m. xxx; 
Syrupi, 5]; 

Aque, q. s. ad 3ij. 

This is administered as one dose as soon 
as the breasts become swollen and painful. 
If necessary, the dose is to be repeated 
twenty-four or forty-eight hours later. The 
antipyrin is introduced in the prescription 
in order to counteract the marked tendency 
of the large dose of potassium iodide to 
cause headache. 

The quantity of iodide administered is 
varied according to the general condition of 
the patient—a strong, plethoric woman be- 
ing given a larger dose than one who is 
weak and emaciated. 

The advantage of this treatment is the 
absence of any necessity for restricting the 
patient’s diet and painful massage, painful 
bandaging, the use of hot applications or 
the ice-bag; liniments, dirty belladonna plas- 
ters, and the exhibition of anodynes and 
exhausting doses of saline cathartics. There 
is also to be considered the saving of time 
and labor on the part of the nurse; in the 
case of maternity hospitals this should be 
an item of some importance. 

The disadvantages are nil. 


This treatment is equally successful in the 
later stages of lactation, when it becomes 
necessary to wean the child. 





DISINFECTION BY IODINE. 


The antiseptic preparation of an operative 
site with tincture of iodine has become so 
much the fashion that any little hint relat- 
ing to its successful application must prove 
useful to many of our readers. 

An argument against the method is the 
irritation produced, ordinarily slight, it is 
true, but sometimes very pronounced, and 
occasionally unexpectedly serious. 

The procedure consists in applying to the 
painted region a 5-per-cent solution of hypo- 
sulphite of sodium. After the application 
of iodine, the surface is covered with a layer 
of absorbent cotton, and about five minutes 
later the cotton is soaked with the sulphite 
solution, warmed to about 104°. The iodine 
is changed to iodide of sodium by the solu- 
tion, which removes the irritation, and, 
being itself practically a physiologic solu- 
tion, it is painless even to wounds or to 
tissues other than the skin. 

The idea is to be credited to Prof. L. 
Sabbatini, of the University of Padua. 

It is both simple and efficient in ‘practice. 
—New Orleans Medical and Surgical Jour- 
nal, October, 1912. 





THE TREATMENT OF DIABETES. 


BASSLER, in the New York Medical Jour- 
nal of October 12, 1912, well says that many 
drugs have been advanced for the medicinal 
treatment of these cases, but few have stood 
the test of experience and time. There is 
no disease in which quackery, in and out of 
the profession, is more rampant than in dia- 
betes, and it is well to discourage all patients 
from using the proprietary remedies so 
blatantly and ridiculously advertised. War- 
ren, in 1812, strongly recommended the use 
of opium and its derivatives, and this drug 
still stands as the best means to diminish 
the thirst, appetite, amount of urine, secre- 
tion of sugar, and nervous irritability. With 
it the general condition of the patient im- 
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proves, and many of those who are debili- 
tated increase in weight. There are many 
advocates of morphine, others of codeine 
sulphate, and others of the crude drug. In 
Bassler’s experience, those patients have a 
tolerance for opium and can take large doses 
without narcotism. Having used codeine 
sulphate for a number of years, and then 
morphine in gradually increasing doses, he 
has come to the belief that the dried extract 
of opium gives the best results, this being 
started in half-grain doses, three times a 
day, and gradually increased until four to 
six grains daily are taken. 

The next drug of efficiency, recently so 
highly recommended by Floersheimer, is 
arsenic. Why it is that arsenic has a selec- 
tive action on improving the general con- 
dition of these patients and their tolerance 
of carbohydrates is still on theoretical 
grounds, but there is no doubt that there 
are patients who do better on arsenic than 
on opium, or any other medicinal treat- 
ment. In using it, Fowler’s solution, com- 
mencing with three minims and gradually 
increasing up to ten, three times daily, is 
the most convenient and answers for all 
purposes. It is well here to remember that 
while large doses of opium may be em- 
ployed, with the use of arsenic the doses 
should always remain small or moderate, 
for cases not benefited by these doses would 
only be made worse by larger ones. 

Throughout the treatment the urine 
should be regularly tested by the iron 
chloride reaction for diacetic acid. If this 
is present in amounts noticeable by this test, 
an alkali is necessary to neutralize the acid 
content of the tissues, which is a reaction of 
the tissues to the high sugar content in the 
blood, but which in itself more precipitately 
brings the case to a close than the sugar. 
When the acid is present, the use of sodium 
bicarbonate taken by mouth answers the 
purpose. It is well to start with two or 
three-gramme doses, three times daily, dis- 
solved in water, and increasing this when 
there is danger of coma, up to as high as 
one or two ounces for the day. In the 
presence of diabetic coma this alkali can be 
used by intravenous injection or proctoc- 


lysis, and many patients have been brought 
out of coma by it, and sometimes it is good 
practice to do a venesection and draw off a 
pint or more blood before the alkaline solu- 
tion is injected. 

In those cases in which the stools are high 
in fats and contain many meat fibers (pan- 
creatic disease), the employment of pan- 
creatic extract has been tried. A close 
perusal of the literature on the results that 
have been brought about warrants one in 
believing that but little benefit can come by 
the use of pancreatic extract or any of the 
enzyme preparations supplied by manufac- 
turing houses. Recently, however, sheep’s 
pancreas had been used instead of the 
extract. A few cases treated in this way 
have shown remarkable results, and there is 
little doubt that it is a measure of treatment 
that has come to stay. For the purpose, the 
fresh pancreas is secured from the slaugh- 
ter-house or butcher, and this can be taken 
palatably by being made into a salad with a 
dressing, from one to three glands being 
taken in the course of twenty-four hours. 

In closing, Bassler states that in the treat- 
ment of this disease the patient should be 
under constant observation, preferably by 
the same physician. When the patient be- 
comes careless or indifferent, he should be 
told that, while he is alive and apparently 
well, he cannot afford to be lax about -his 
condition. His urine should be examined 
at stated intervals, his general condition and 
diet watched, and advice given in many 
ways that would be helpful. 





SUCCESSFUL TREATMENT OF 
CHRONIC JOINT DISEASE. 

In the American Journal of the Medical 
Sciences for October, 1912, PEMBERTON, 
summing up the general facts indicated by 
his as yet incomplete study, says it is evi- 
dent that certain joint cases which are re- 
bellious to all other means of treatment, as 
proved by long trial, can be arrested by 
means of a proper dietary coupled with 
colonic lavage. 

The diet can be so greatly modified dur- 
ing the course of improvement as eventual- 
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ly to differ but slightly from that of a 
normal individual, and the lavage can be 
quickly dispensed with. 

Coincident with the improvement there 
may occur an increased output of ethereal 
sulphates and an increased output of fecal 
bacteria. The former of these is not out 
of consonance with the view suggested by 
certain clinical evidence that the carbohy- 
drates are of hitherto unsuspected impor- 
tance in this connection. The way is opened 
to more careful study along this line. 

There can be no doubt that while the 
principles on which the above treatment is 
based are perhaps known to some, they are 
unfamiliar if not unknown to the vast body 
of clinicians who attempt the treatment of 
this omnipresent disease. 

Furthermore, there can be no serious 
question that a definite proportion of these 
sufferers can be benefited if not cured in 
this manner, and it is not inconceivable that 
further study will show most of them to 
be in this category. 

The adoption of these methods should 
not be attempted except in cases suitably 
prepared for it or in those free from dem- 
onstrably removable cause. These methods 
should be applied gradually, with due re- 
spect for the caloric needs of the individual, 
and with constant regard for the weight. 
Only the most painstaking attention to de- 
tail will insure success, and carelessness 
during or after convalescence will induce 
relapse. 

The careful study, metabolic and other- 
wise, of cases which improve under this 
regimen must yield data of real value in 
deciphering the factors causing joint dis- 
ease and the means of removing them. 





THE USE OF ADRENALIN IN OSTEO- 
MALACIA. 

In the Centralblatt ftir Gynékologie 
Bossi writes on this topic. Speaking of the 
value of adrenalin in osteomalacia, he says 
the following case is typical, and is of spe- 
cial interest on account of 

1. The difficulty encountered in the diag- 
nosis of osteomalacia even up to the present 


day. There are certain localities in which 
the disease seems to be unknown (as has 
already been pointed out by the author), 
but this may be due to false diagnosis. On 
his arrival in Genoa (1886-7) not one case 
of osteomalacia had been diagnosed in the 
“Liguria,” and after a few years the author 
was able to report numerous cases of 
chronic osteomalacia which had been treated 
for arthritis deformans, both within the 
hospitals and outside of them. 

2. As to the genesis and the course of 
the disease, it is a well-known fact that 
osteomalacia usually occurs during preg- 
nancy, and as a rule during the third or 
fourth recurrence among multipare. The 
patient was married about fourteen years 
ago and has never been pregnant. It should 
be noted, however, that (a) before mar- 
riage she had suffered from anteflexion of 
the uterus, which nearly always causes 
sterility; (b) the osteomalacia manifested 
itself several months after marriage. 

The question arises whether the changes 
in the system which lead to the osteomalacia 
are not due rather to the state of conges- 
tion produced by the sexual life than to 
that caused by pregnancy? Would the dis- 
ease have occurred had the patient remained 
single and had she never experienced sexual 
intercourse? The history of this case leads 
to a definite solution of these important 
questions in the pathogenesis of the disease. 
Anamnesia records that the patient was al- 
ways ailing, but that she had periods of 
good health during times in which no sexual 
intercourse had taken place. A temporary 
improvement during a prolonged stay at a 
hospital is thus accounted for. The repeat- 
ed congestions of sexual life may be likened 
to a pregnant condition in the patient, while 
the periods of withdrawal from sexual in- 
tercourse represent the time following 
childbirth. 


3. The outcome of the case adds to its 
The best methods prescribed 
for the treatment of osteomalacia were con- 
scientiously and faithfully employed by the 
best physicians with only negative results. 
As soon as sexual intercourse was resumed 
the malady increased, making life almost 


importance. 
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unendurable to the sufferer. Continued re- 
lapses reduced the patient to a state of com- 
plete prostration ; the entire skeletal frame- 
work was distorted, so that curvature of 
the spine set in. 

Adrenalin, the one remedy hitherto un- 
tried, finally saved the patient’s life; and 
now after one year recovery has persisted 
without relapse, in spite of the fact that the 
woman is living at home with her husband, 
works all day, and indulges in sexual life. 





A FEW NOTES ON THE PRESENT-DAY 
METHODS OF ADMINISTERING 
ANESTHETICS. 

MacKenzie publishes a paper with this 
title in the Australasian Medical Gazette of 
September 21, 1912. He gives a few 
“Don’ts” that he has picked up from hard 
experience: 

Don’t forget to have your gag and tongue 
forceps handy, but you only require them 
once in a hundred cases. 

Don’t dislocate your patient’s jaw for- 
ward. 

Don’t touch the patient’s cornea. 
light reflex is more valuable. 

Don’t inject strychnine for impending 
collapse. It is useless unless you give prac- 
tically poisonous doses; use pituitary ex- 
tract or adrenalin instead. 


The 





THE PROGNOSTIC SIGNIFICANCE OF 
THE ATROPINE REACTION IN 
CARDIAC DISEASE. 

TALLEY in the American Journal of the 
Medical Sciences for October, 1912, reaches 
these conclusions : 

1. The atropine reaction in the normal 
heart is probably from 30 to 40. 

2. A reaction of 20 or less, in a heart not 
recently subjected to exhausting disease, 
points to a degenerative process in the car- 
diac tissue which makes the outlook for 
improvement under treatment unpromising. 

3. Cases of auricular fibrillation with 
responses normal or above are promising 
subjects for treatment. 

4. Two atropine reactions in cases of 


auricular fibrillation, one before and one 
on full digitalis, enable us to determine 
whether the vagal or the cardiac tissue fac- 
tor is the greater. The patients with a large 
cardiac tissue factor are the ones who 
usually are sufficiently improved by treat- 
ment to return to their occupation. 





THE THERAPEUTIC USE OF TUBER- 
CULIN. 

Brown in the American Journal of the 
Medical Sciences for October, 1912, says 
that the results in man have been for the 
most part good, but many observers have 
failed to support their contentions with 
proof other than their personal belief or 
impressions. 

Selection of patients certainly affects the 
results, and when only favorable cases with 
tubercle bacilli in the sputum are chosen, 
the results will be far better than when all 
patients are given the treatment. At the 
Adirondack Cottage Sanitarium they gave 
tuberculin to carefully selected patients for 
a time and then selected for a year or two 
the worst cases. Later they exercised no 
selection, but allowed the patients to elect 
to take tuberculin treatment. They thought 
this would be the fairest test, but in reality 
it has resulted in a selection against tuber- 
culin, as those patients who wished to stay 
a little longer because they were more ad- 
vanced or ran a subacute course chose to 
take tuberculin. The patients selected be- 
cause they were the worst did remarkably 
well. The results on the whole, when re- 
duced to cold figures, with every error pos- 
sible eliminated, showed that among the 
moderately advanced patients those who 
took tuberculin did better than those who 
did not, while for the incipient stage the 
difference was less pronounced. This held 
true for both immediate and ultimate 
results. 

In the individual case, however, tuber- 
culin often falls far short of what is hoped 
from its use. In early cases it is almost 
impossible to say how much good tuber- 
culin does. In the more advanced cases 
favorable results are more often seen, and 
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in the very chronic cases the effect of tuber- 
culin is in a few truly astonishing, so good, 
in fact, that no one questions it. It is these 
results that win for tuberculin its advocates, 
and the author is sure that after two or 
three such cases few would doubt its ef- 
ficacy in some patients. When, however, 
results are tabulated and impartial statis- 
tical methods applied, they are so far from 
upholding the impressions created by these 
few cases that the statistical methods them- 
selves, and not the results of tuberculin, 
are questioned. 

Brown’s observation leads him to believe 
that incipient cases treated with tuberculin 
do somewhat better than those not so treat- 
ed, while the moderately advanced cases do 
much better. The ultimate results do not 
show such marked differences, but indicate 
that the treated cases, both incipient and 
moderately advanced, do better. 





BISMUTH POISONING. 


OLIveER and SAMSON in the Lancet-Clinic 
of October 12, 1912, report the case of a 
patient, the subject of a persistent sinus 
following empyema. A skiagram showed 
an accumulation of pus up to the sixth rib. 
The drainage was deficient because the sinus 
was just above the upper level of the fluid. 
Portions of the eighth and ninth ribs were 
excised, and a large drainage tube was in- 
serted into the lowest part of the cavity. 
More than a pint of retained pus was evac- 
uated at the time of operation. 

The patient improved rapidly after the 
operation and progressed in a very satis- 
factory manner. Her weight increased and 
she became capable of performing her ordi- 
nary household duties. At the end of four 
months a small sinus remained which dis- 
charged a drachm or two of pus per day. 

Four ounces of 33-per-cent bismuth paste 
was injected into the cavity on June 17, 
1909, and the drainage tube was removed. 
There was a diminution of discharge and 
an apparent improvement in the patient’s 
general condition following this injection. 
The discharge gradually increased after a 
temporary diminution, and by July 2 had 


about reached the condition noted previous 
to the administration of bismuth. 

A second injection of two ounces of the 
paste was given on July 2. This seemed to 
be very happy in its effect—the purulent 
discharge almost ceased, the temperature 
fell to normal and remained there, and the 
patient became much more cheerful, she 
having been quite despondent previously. 

A third injection of one ounce was given 
July 19. The patient gained one and one- 
half pounds during the two weeks that in- 
tervened between the second and third 
injections, and she seemed to be making 
steady improvement. 

Three weeks after the last injection the 
patient complained of soreness of the mouth 
and gums. This was accompanied by a mild 
salivation. A blue line appeared under the 
gums. An ulcerative stomatitis, the ulcers 
first appearing around the orifices of Steno’s 
ducts, rapidly supervened. The tongue, 
palate, and tonsillar regions participated in 
the bluish-black discoloration and in the 
inflammatory process. The tongue became 
so greatly enlarged as to make swallowing 
painful and difficult, and at the same time 
interfered with respiration. For several 
days it seemed probable that the trachea 
would have to be opened to prevent death 
from suffocation, but this danger was hap- 
pily averted by a subsidence of the glossitis. 
The urine contained albumin in consider- 
able quantity as well as epithelial, granular, 
and hyaline casts. 

Ulceration of the tongue, gums, cheeks, 
hard and soft palate, anterior and posterior 
pillars of the pharynx and the posterior 
pharyngeal wall occurred. The ulcers were 
covered by a thick grayish-black membrane 
which was very adherent and left a bleeding 
surface when removed. 

The cavity in the chest was repeatedly 
washed out with olive oil. The first wash- 
ing brought away some bismuth, but no 
improvement in the general symptoms took 
place. 

The condition within the mouth gradually 
improved. Repair began first on the tongue, 
then on the cheeks and palate, and lastly 
about the orifices of Steno’s ducts. The 
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membrane above alluded to came off in 
pieces, leaving a smooth, non-ulcerated 
surface. 

The patient now began to complain of 
severe abdominal pain and rectal tenesmus. 
An acute nephritis developed, and bismuth 
in considerable quantity was found in the 
urine. Along with this a marked colitis with 
bloody stools and tenesmus developed. The 
diarrhea was uncontrollable. Uremic symp- 
toms became prominent, and the patient 
died September 28, seven weeks after the 
appearance of the initial symptoms in the 
oral cavity. 

Post-mortem Examination.—Left pleural 
sac obliterated. Lutig bound down into 
small compass by old adhesions. A cavity 
containing a small amount of purulent se- 
cretion was found in the upper part of the 
lung, and this communicated with the cavity 
into which the bismuth was injected. 

The pleura was thickened and rough, its 
endothelia gone. The lungs floated in 
water, showed a purulent pneumonia and a 
moderate amount of anthracosis. 

The intestine was of a deep brown-black 
color on the internal surface, but this was 
very superficial. 

There were small irregular ulcerations 
without thickened edges, and _ whitish 
nodules. 

The gut was neither thickened nor con- 
gested. 

The capsule of the kidney was not adher- 
ent. Its substance was soft, white, and 
swollen, showing petechial spots. 

The liver was pale, but otherwise normal. 

Microscopically—The pleura had the 
structure of an old suppurating membrane, 
the endothelial cells being absent. 

The lungs showed purulent material with- 
in the acini and bronchioles, with degenera- 
tion and death of their lining cells. 

There were spots of anthracosis and 
round-cell infiltration in the interstitial con- 
nective tissue. Many polymorphonuclears 
were present. The intestine showed cloudy 
swelling, granular degeneration and necro- 
sis of the epithelial cells and their stroma 
and of the submucosa. The muscular and 
peritoneal coats were normal. 


The actual necrosis was confined to the 
inner surface of the intestine, and, except 
where there were ulcers, the deeper epithe- 
lial cells were not killed. The discoloration 
of the inside of the gut was evidently con- 
fined to the necrosed surface and did not 
extend to the deeper epithelium. 

It was presumed that the dark color was 
the result of the action of hydrogen sul- 
phide upon bismuth salts excreted by the 
intestines. 

In the pleura, lungs, and intestine numer- 
ous unusual brownish particles were noted 
both between and in the cells. In the lungs 
especially phagocytosis of these particles 
was noted. 

The kidneys showed an acute paren- 
chymatous nephritis, more marked in the 
tubules than the glomeruli. The blood- 
vessels were dilated and full of blood and 
there were numerous hemorrhages into the 
tubules. The lining cells of the tubes were 
swollen and detached. Hyaline and granu- 
lar casts were present. 

The nuclei of the connective tissue were 
large and numerous, and at a few spots the 
connective tissue stroma was thick and 
dense as though there had been a chronic 
disease before the acute one began. 

The liver was normal except for a cloudy 
swelling. 

No microchemical tests were made to 
show bismuth in the tissues. 

Mayer and Baehr (Surgery, Gynecology 
and Obstetrics, September, 1912) give a 
very extended and comprehensive review of 
the literature relating to bismuth poisoning. 
They have been able to collect reports of 
forty-two cases of bismuth poisoning fol- 
lowing the application of bismuth salts to 
granulating surfaces, and thirteen of these 
proved fatal. 

In view of the fact that bismuth has been 
used more especially in those cases in which 
prolonged suppuration has been a marked 
feature, and in view of the well-known dan- 
ger of renal damage from such protracted 
suppuration, one may suspect that a chronic 
nephritis may have been present before the 
acute inflammation produced by the bismuth 
occurred. If this be true, and they suspect 
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it is, we should regard the existence of a 
nephritis as a positive contraindication to 
the employment of bismuth as an appli- 
cation. 

Having discussed the matter of bismuth 
poisoning with Dr. Sidney Lange, their 
roentgenologist, he informs them that he 
has never seen any of the symptoms of bis- 
muth poisoning in any of the patients to 
whom he has given it in large quantities 
preliminary to the taking of skiagrams. So 
far as can be ascertained, all of the cases 
presenting toxic symptoms were those in 
which bismuth was applied to granulating 
surfaces or injected into cavities or sinuses. 
The only exception to this rule is a case 
reported by Cohn (Therap. Monatsch., x, 
No. 8, pp. 466), in which the oral symptoms 
appeared after the administration of 0.3 
gramme of the subnitrate four times a day 
for two and one-half days. 





ILLUMINATING GAS POISONING. 


McComss in the American Journal of the 
Medical Sciences for October, 1912, has this 
to say as to treatment: 

The essential of treatment consists in the 
inhalation of oxygen, under pressure when- 
ever possible. The object of all plans of 
treatment is to supply oxygen in sufficient 
quantities to displace the carbon monoxide 
in combination with the hemoglobin. 

Oxygen inhalations are indicated in all 
stages. 

In first-stage cases fresh air combined 
with mild stimulation, such as aromatic 
spirits of ammonia, should be administered. 
In this stage the nausea, vomiting, and 
headache are the most troublesome symp- 
toms. The greater part of the gastric symp- 
toms will be relieved by some effervescing 
salt, the patients feeling much better after 
eructating or vomiting. It is due to this 
relief from nausea and gastric distention 
that a peculiar remedy for gas poisoning 
obtained its reputation as an antidote among 
men working in gas; it is an effervescing 
birch beer, called “Weiss beer.” Effervesc- 
ing phosphate of soda has been substituted. 
There is no true antidote for gas poisoning 


other than oxygen. The headache usually 
persists for twenty-four or forty-eight 
hours, and may be relieved by any of the 
drugs used for this condition. Violent ex- 
ertion is to be avoided, as collapse is a dan- 
ger; men who have become aggressively 
delirious have collapsed. 

Second stage. The patient is unconscious 
but breathing. It may be necessary if the 
respirations are not stertorous to assist the 
respiratory action. The Howard method 
(compression of the lower chest in rhythm 
with expiration) has been found efficient. 
Oxygen must be administered, preferably 
under pressure. Haldane placed animals 
(mice) in oxygen under a pressure of two 
atmospheres, so that simple solution of oxy- 
gen in the blood serum was obtained suf- 
ficient to support life independently of the 
hemoglobin. Enough carbon monoxide was 
present to completely saturate their hemo- 
globin. Under these conditions the animals 
remained normal as to symptoms, showing 
that the carbon monoxide had no direct 
toxic action. When the pressure was re- 
moved and the mice put out in the air they 
died with symptoms of asphyxia. 

Various mechanical devices for adminis- 
tering artificial respiration and supplying 
oxygen have been tried, but until lately all 
were unsatisfactory. At present the “pul- 
motor” is being used. This machine auto- 
matically adjusts itself to the individual 
capacity of the lungs, without danger of 
rupture, and maintains a mixture of oxygen 
and air (60-per-cent oxygen) under a con- 
stant pressure of five atmospheres. It main- 
tains artificial respiration perfectly. Re- 
ports from all over the country relative to 
its efficiency have been received. When- 
ever possible it should be used. Undoubt- 
edly the prompt suction by the “pulmotor,” 
of the carbon monoxide present in the resid- 
ual air and that which is being constantly 
eliminated from the blood, materially aids 
resuscitation. 

Medicinally the patient should be freely 
given hypodermics of stimulants such as 
camphor, caffeine, digitalis, and strychnine. 
Heat should be applied when indicated, and 
as there are several cases in which the per- 
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sons have collapsed when taken out into 
cold air, it is always better to start treat- 
ment in a warm room. A very important 
adjunct to this plan of treatment is the 
massaging of the muscles after aerating the 
lungs; the increase in the hemoglobin in 
the general circulation accomplished by it 
often promptly restores the normal oxygen 
balance. 

The above methods are usually followed 
by prompt recovery. If they are not suc- 
cessful, venesection with the introduction 
of normal salt solution should be employed. 
Two cases have come under McCombs’s 
observation at the Philadelphia Polyclinic 
Hospital in which this method was followed 
by rapid and complete recovery, although 
there was some mental confusion in both 
cases for some time. Favorable reports of 
cases treated by this method are made by 
Jersey, Wilkie, Schruber, and von Gordon, 
eight in all, and including the two men- 
tioned above making ten. Crile and Len- 
hart report five deaths at the Cook County 
Hospital, Chicago, in which this method 
was employed. McCombs believes it should 
be employed when the patients are in fairly 
good condition when rescued—that is, a fair 
pulse, stertorous respirations, unconscious, 
and with no immediate signs of collapse. 
However, the “pulmotor” has made its ne- 
cessity less frequent. Venesection and 
transfusion of defibrinated blood was prac- 
ticed by some clinicians in the seventies; 
those for and against this method were 
about equally divided. Should the “pul- 
motor” fail, the best method is the direct 
transfusion of blood as practiced by Crile 
and his followers. His experiments, re- 
ported in the American Journal of the 
Medical Sciences, led him to conclude that 
blood transfusion seems to be of greater 
therapeutic worth than the other measures 
considered. It has been used in two cases 
in Philadelphia, both of which made a 
prompt recovery after other methods had 
failed. The introduction of fresh hemo- 
globin which will combine with oxygen and 
which will not be contaminated by the car- 
bon monoxide already held in a combina- 
tion with the patient’s hemoglobin is a sure 


way of restoring the normal oxygen balance. 
Transfusion should be done immediately 
if the patient is in the advanced second or 
in the third stage, and fails to respond to 
the ordinary treatment. The only objection 
to this plan of treatment, according to Dor- 
rence, is the fact that about 25 per cent of 
transfusion operations are failures unless 
undertaken by skilled surgeons. 

Third stage. The patient is not breathing 
and is unconscious. Artificial respiration, 
oxygen, stimulation and heat are impera- 
tive. Transfusion is indicated. The Scha- 
fer or “prone pressure” method of artificial 
respiration is the best to use. The “pulmo- 
tor” has maintained artificial respiration in 
this stage. 

Artificial respiration has been maintained 
for six hours with subsequent recovery of 
the patient. 


THE PRESENT STATUS OF SALVAR- 
SAN. 

Post in the Boston Medical and Surgical 
Journal of September 5, 1912, states that 
the present status of salvarsan may be sum- 
marized as follows: 

It is the most rapid and powerful anti- 
syphilitic known. It is not without its dan- 
gers, which are sufficient to induce caution 
in its use but not its abandonment. 

It is not yet possible to promise abso- 
lutely a cure. 

One should not urge its use upon those 
who are impressed by its possible ill effects. 

It should be used in conjunction with 
mercury in all cases in whch a diagnosis 
can be made before general symptoms 
appear. 

It should be used in all cases in which 
patients are not progressing well under or- 
dinary treatment in any stage. 

It should be used in all cases in which 
patients are an especial danger to the 
community. 

It should not be used in maximum doses, 
but rather in repeated medium doses, and 
in exceptional cases in repeated minimum 
doses. 

So used it is one of the most wonderful 
drugs ever conferred upon humanity. 
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TOXIC SYMPTOMS OF UROTROPIN. 


In the Johns Hopkins Hospital Bulletin 
for September, 1912, CrowrE reminds us 
that although hexamethylenamine, or its 
modifications, has been in .common use for 
the past fifteen years, there are but very 
few reports in which serious toxic symp- 
toms are ascribed to this drug. In 1894, 
Nicolaier called attention to the fact that 
some individuals seem to be especially -sus- 
ceptible to hexamethylenamine, and even 
when administered in small amounts (5 to 
7% grains) painful micturition and hema- 
turia may result. In the experimental pro- 
duction of hematuria, however, this author 
found it necessary to give as much as 230 
grains a day, for several days, to a dog 
weighing twenty kilos; and even then, after 
the subsidence of the acute symptoms, mi- 
croscopic examination of the kidneys failed 
to disclose any evidence of permanent dam- 
age. Nicolaier has also given patients, suf- 
fering with acute infections of the genito- 
urinary tract, as much as 150 grains at a 
single dose, without ill effect. 

Maguire, experimenting upon himself, 
injected 100 Cc. of a 1:2000 solution of 
formaldehyde intravenously, and one hour 
later the urine was found to contain albu- 
min ; 263 Cc. of a 1:2000 solution produced 
hematuria with blood clots, which entirely 
disappeared, however, within ‘twenty-four 
hours; a third injection of 63 Cc. of a 
1:1000 formaldehyde solution was followed 
by sharp abdominal pains, diarrhea, hema- 
turia, and catarrh of all the mucous mem- 
branes. Ewing, Park, and Payne got like 
results from the injection of formalin in 
rabbits. 

More recently, Frothingham, studying the 
effect of the subcutaneous administration 
of hexamethylenamine on _ guinea-pigs, 
found that from 7 to 75 grains can be in- 
jected under the skin in these small animals 
without producing any apparent organic le- 
sion. In some instances there was a local 
reaction and necrosis at the site of the 
injection. 

Of 486 cases of typhoid fever in the Mas- 
sachusetts General Hospital, referred to by 


Easton, nearly all received from 8 to 10 
and some 15 grains of hexamethylenamine 
three times a day, for a period of two to 
three weeks ; there were three cases of pain- 
ful micturition and two of hematuria. The 
symptoms in each of these cases rapidly dis- 
appeared after withdrawing the drug, and 
left no evidence of permanent damage. 
‘In Crowe’s experience there have been 
very few instances in which toxic symp- 
toms have resulted from the administration 
of large doses of hexamethylenamine, al- 
though he has repeatedly given from 200 
to 300 grains daily for four or five days; 
even in children, doses of 100 or 125 grains 
a day have produced no irritative symptoms, 
provided it was possible to administer the 
drug sufficiently diluted with water. He 
has abandoned the custom of giving this 
drug in doses of 10 or 15 grains at stated 
intervals, since it is often difficult to induce 
the patient to’take at one time the 250 or 
300 Cc. of water in which doses of this 
amount should always be dissolved. In case 
the patient is very ill, the drug is usually 
administered per rectum, from 50 to 100 
grains being dissolved in a liter of salt solu- 
tion and allowed to slowly flow into the 
bowel, a drop at atime. In no case is there 
the slightest evidence of undue irritation of 
the intestinal mucosa when the drug is thus 
given, and as a rule the salt solutions are 
well absorbed, even after one or two weeks 
of almost continuous administration by this 
method. If the patient is able to take nour- 
ishment by mouth, from 2 to 3 grains of 
hexamethylenamine are added to every 
ounce of liquid, since the drug is practically 
tasteless, and it is often possible, in this 
way, to give from 60 to 100 grains a day 
without the patient’s knowledge and with- 
out producing gastric or renal irritation. 
In 95 of his cases, in which the average 
dose of hexamethylenamine was 75 grains 
a day for ten days, painful micturition and 
hematuria occurred in seven instances. Two 
of these cases were fatal meningeal infec- 
tions of otitic origin; the patients were des- 
perately ill when brought to the hospital, 
and the drug was given in unusually large 
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amounts, with the hope of checking the 
progress of the infection. A third was a 
case of tuberculous meningitis in a child 
seven years of age. In each of these cases 
there was a well-marked hematuria, but at 
the post-mortem examination it was appar- 
ent that it had its origin from the mucous 
membrane of the bladder and was not due 
to an acute renal irritation. In the remain- 
ing four cases the urine rapidly became nor- 
mal on the withdrawal of the drug. 

Although there are undoubtedly certain 
individuals who have a personal idiosyn- 
crasy for hexamethylenamine, and in whom 
even a small dose may cause uncomfortable 
symptoms—such as a skin rash, catarrh of 
the mucous membrane, gastric or urinary 
irritation—this fact does not invalidate the 
use of the drug. Aside from personal idio- 
syncrasies Crowe’s experience has been that 
untoward symptoms usually arise as a re- 
sult of insufficient dilution, and such symp- 
toms have invariably disappeared on with- 
drawing the drug and producing active 
diuresis by forcing liquids. 





THE COMPARATIVE VALUE OF AR- 
SENIOUS ACID AND SALVARSAN IN 
NON-SYPHILITIC DISEASES. 

In the British Medical Journal of Sep- 
tember 21, 1912, Dr. CHARTERIS contrasts 
the therapeutic value of inorganic arsenic 
and salvarsan in Hodgkin’s disease, leuke- 
mia, chorea, and pernicious anemia. In all 
these conditions it was found clinically that 
inorganic arsenic was of value by causing 
temporary improvement, though rarely 
complete cure. Even in chorea relapses 
were common. The method of action is 
quite unknown. There is an effect on the 
blood-forming tissue in the marrow. On 
the theory that salvarsan might act upon 
the unknown cause of these obscure blood 
conditions, intravenous injection of salvar- 
san was tried, but without any results which 
indicated that it was of more value than 
inorganic acid. In pernicious anemia the 
intravenous injection of salvarsan had pro- 
duced such an anemia that the patients in 
two out of three cases died within three 


weeks, and the third patient was not im- 
proved, though he apparently was not dam- 
aged by the treatment. Both in chorea and 
leukemia not only did the injection of sal- 
varsan not cure the disease, but it even did 
not prevent the appearance of complications. 
Thus, in chorea an endocarditis ran a nor- 
mal course after salvarsan, and attacks of 
perisplenitis still occurred in a case of leuke- 
mia after salvarsan treatment. It was 
found that in rabbits salvarsan injection 
produced a mild stimulatory effect upon the 
bone-marrow analogous to that induced by 
inorganic acid. 





THE PALLIATIVE TREATMENT OF 
‘TERMINAL LARYNGEAL TUBER- 
CULOSIS. 

In the Journal of the American Medical 
Association of September 7%, 1912, Horn 
well says that the palliative treatment of 
terminal laryngeal tuberculosis is a thankful 
one. In private practice much can be done 
by daily treatment to relieve the severity 
of the patient’s suffering, but in institutional 
work the problem is entirely different. In 
public hospitals, as a rule, it is unusual to 
have a trained laryngologist constantly in 
attendance. Therefore the questions arise 
what practical methods should be adopted 
for giving permanent relief from the laryn- 
geal pain, and whether such methods should 
be put into the hands of the resident 
physician. 

The condition of these patients is such 
as to awaken our deepest sympathy. Doomed 
in a few months to die, with absolutely no 
hope of escape, their last moments are made 
miserable by continual pain in the larynx, 
which is present not only during the inges- 
tion of food, but even when the larynx is 
in a condition of rest. The taking of solid 
food is an impossibility, and even the swal- 
lowing of water or milk produces such an 
agony of suffering that slow starvation is 
generally preferable. 

Local applications of cocaine, frequent 
insufflations of propaesin, anesthesin, or 
orthoform, local cauterization with lactic 
acid, can all be used with marked benefit 
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to the patient. As a usual thing, however, 
these measures give only temporary relief, 
and in addition consume so much time as 
to make them impossible to be thoroughly 
carried out in a hospital of several hundred 
beds. 

In the cases which are not too far ad- 
vanced, the patient can be instructed in 
methods of autoinsufflation, but in the bed- 
ridden patients, in whom the suffering is 
the most intense, local methods have been 
found to be of very little benefit. 

It occurred to Rudolf Hoffman, of Mu- 
nich, that some form of permanent anes- 
thesia of the interior of the larynx would 
prove an unbelievable blessing to this class 
of poor unfortunates. The brilliant results 
in superficial neuralgias, which followed 
Professor Schlésser’s original communica- 
tion on the use of alcohol injections in these 
conditions, gave him the clue, and he saw 
that by injecting the superior laryngeal 
nerve such an anesthesia might be brought 
about. Already Braun and Frey, by means 
of cocaine injections in the region of the 
ramus internus of the superior laryngeal 
nerve, had secured anesthesia sufficient to 
carry out small laryngeal operations. 

The emaciation which is usually an ac- 
companiment of tuberculosis in the latter 
stages makes it particularly easy for this 
procedure to be carried out successfully. 
The point of entrance of the nerve through 
the thyrohyoid membrane can be palpated 
with great exactness. The technique of 
making the injection is as follows: The 
skin is first prepared by painting the region 
to be injected with iodine. The left 
side of the larynx is grasped with the 
first and second fingers of the right 
hand, and with the thumb of the same 
hand the painful point is located. As 
soon as this spot is found the thumb-nail is 
pressed in to mark the spot and the needle 
is introduced at that point. The needle is 
introduced perpendicularly for 1.5 cm.; 
then the point is moved in all directions until 
a sharp pain, radiating to the ear, is felt. 
From 3 to 5 Cc. of a warm solution of 85- 
per-cent alcohol is then injected until the 
pain in the ear disappears. The point of 


entrance of the nerve will be found just at 
the upper edge of the thyroid cartilage, 
about one-third of the distance from its 
outer edge. 

In none of the sixteen cases reported by 
Hoffman, and certainly in none of Horn’s 
cases, were untoward effects observed. In 
fact, it can be stated that the procedure is 
entirely without danger. The relief from 
pain is immediate, and aspiration of food 
as a result of paralysis has seldom been ob- 
served. The injection can be repeated 
without danger as often as necessary. The 
duration of the anesthesia varies from a 
few hours to as long as forty days. 

To Horn’s mind one of the most impor- 
tant secondary effects of the injection is 
the mental effect on the patients. The im- 
mediate relief from pain gives them hope 
of rapid recovery; their spirits improve, 
and they try to take more nourishment. 

The great value of this procedure is un- 
doubted, yet a study of the literature shows 
surprisingly few case series reported. The 
simplicity of the procedure, the ease of ap- 
plication, the permanency of the result, and, 
most important of all, the fact that the 
method can be used by any medical man 
or interne, make it a relief measure with 
which every man working with tuberculosis 
should be familiar. 





THE METHOD OF DELIVERY IN DIF- 
FICULT AND DANGEROUS LABORS. 
MILLER in the Journal of the American 

Medical Association of September 7, 1912, 

expresses his views on this subject as 

follows: 

1. The normal progress of labor should 
be interfered with only when mother or 
child seems to be in danger. 

2. Judgment of each individual case 
should be carefully formed, applying all 
the known methods for measuring the pel- 
vis, the size of the child’s head, and placing 
special importance on the possibility of en- 
gagement or non-engagement as the result 
of pressing on the uterus and using the 
finger in the vagina, and the paw-like grip 
over the child’s head. 
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3. Due consideration should be given to 
the fact that a competent obstetrician has 
previously had difficulty and has secured a 
dead child from high application of forceps. 

4. As labor progresses, the border-line 
cases must be so conducted and at such a 
place as to permit of Cesarian section in 
preference to an application of high for- 
ceps, in case progress is not satisfactory 
and there seems to be a reason for hastening 
delivery. 

5. These cases should be considered 
largely by abdominal palpation, judging of 
the descent by this method in preference to 
frequent and many times unnecessary vag- 
inal examinations. 

6. In the absolute indications for Cesar- 
ian sections, they should be preferably done 
as soon as the patient fairly enters labor, 
accepting as evidence of the opening of the 
os some slight vaginal discharge, or, if nec- 
essary, one examination. In the relative 
_ indications for Czsarian section they should 
be done prior to the time that the patient 
shows an unusual degree of exhaustion, 
and preferably prior to the rupture of the 
membrane. 

%. In elderly primipare the possibility 
of a senile uterus must frequently be the 
determining factor between spontaneous 
delivery, high forceps, and Cesarian section. 

8. High forceps should be applied only 
in cases in which the surroundings of the 
patient do not justify an abdominal Czesar- 
ian. The physician must be prepared to 
accept an infantile mortality in excess of 
15 per cent, with a maternal mortality equal 
to elective Czsarian section, plus a not in- 
considerable morbidity. 

9. Pubiotomies should be done only when 
sufficient assistance is at hand to prevent 
undue separation of the pelvic bones, and 
in cases in which a very slight increase of 
the conjugata vera is known to be sufficient 
to permit the passage of a living fetus. 

10. It should always be kept in mind that 
craniotomy has no place in obstetrics on a 
living child, and the physician should avoid 
putting himself in the position of having to 
sacrifice one life to save the other when both 
should have been saved. 


THE TREATMENT OF NON-VALVULAR 
CARDIAC DISEASE. 

GrBson in the British Medical Journal of 
September 21, 1912, states that the most 
striking results of digitalis are seen in cases 
in which the pace-maker has lost its leader- 
ship and the rhythm of the heart is given 
by the fibrillating auricle. But even in this 
form of cardiac disease the results are not 
by any means uniform. For when auricular 
fibrillation is not accompanied by a rapid 
pulse, there is again no very striking effect 
from digitalis, hardly more so than in the 
cases mentioned in which the rhythm is 
normal in origin. Improvement occurs, but 
it is slowly elicited, and there may be dif- 
ficulty in determining how far it follows 
from the drug and how far from the rest 
and similar measures adopted. When, how- 
ever, auricular fibrillation is accompanied 
by a very rapid irregular pulse, the picture 
presented by digitalis treatment is very dif- 
ferent. Here its administration is followed 
by a rapid fall in the pulse-rate and a con- 
comitant improvement in all the symptoms. 
These are the cases in which immediate re- 
lief is required to avert rapid failure of the 
circulation. The improvement in the gen- 
eral symptoms may be measured by the 
slowing of the pulse; as this sets in, the 
breathlessness, uneasiness, and pain lessen, 
the edema disappears and the urine excre- 
tion rises, and the patient, if not restored 
to health, at any rate is able to go about 
and undertake such light work as is possible 
for one whose heart muscle is distinctly im- 
paired. The slowing of the pulse in these 
cases may be used as a gauge of the action 
of digitalis, and also as an indication as to 
whether the treatment should be continued. 
The slowing is not, as has been supposed, 
inhibitory in origin, for it remains after 
large doses of atropine. It must therefore 
arise from some direct action on the muscle 
of the heart. The auricle continues to fibril- 
late as before, and the digitalis may there- 
fore be presumed to act either in the bundle 
of His or in the ventricle itself. Arguments 
may be offered for each view, and the ques- 
tion must remain open until further obser- 
vation determines the point. 
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On comparing the results of digitalis in 
these various forms of heart disease, one 
point emerges clearly—the heart muscle 
impaired by disease is capable of respond- 
ing to the drug by improvement, whether 
the impulse arises from the normal .pace- 
maker or not. But when the impaired mus- 
cle is further exhausted by multitudinous 
demands on it from the fibrillating auricle 
the benefit is especially apparent. This ex- 
haustion of the enfeebled ventricular muscle 
through its attempt to respond to the auric- 
ular impulses is most characteristically seen 
in auricular fibrillation, but is really the 
same in character as the exhaustion arising 
from great acceleration even when the nor- 
mal rhythm of the heart is maintained. 
In myocardial degeneration any physical 
exertion leads to breathlessness and heart 
pain owing to the exhaustion of the ven- 
tricle, and the patient soon learns to relin- 
quish any effort which has this effect. In 
auricular fibrillation the same burden is 
laid on the ventricle by numerous impulses 
sent from the auricle, and the same exhaus- 
tion follows; but the patient can no longer 
control this exhaustion,. for the demands 
made on the ventricle are now no longer 
under the control of the will, but arise from 
the uncontrollable auricle. 

As in the one case digitalis treatment may 
enable the patient to undertake more active 
exertion than formerly without exhaustion, 
so in auricular fibrillation the ventricle be- 
comes more able to meet the demands made 
upon it by the multitudinous impulses from 
the auricle. At the same time the rhythm 
is reduced, either because the strengthened 
ventricle becomes more refractory, or be- 
cause fewer impulses reach it from lessened 
conductivity in the auriculoventricular 
bundle. 

The inefficiency of the ventricle is the 
important underlying cause of the circula- 
tory disturbance, though this may be exag- 
gerated by the presence of the auricular 
fibrillation. It is as yet impossible to define 
this inefficiency more closely, but it has long 
been known as dilatation, loss of tone, etc. 
It is very difficult to determine any change 
in the dilatation of the heart under digitalis. 


Careful percussion failed to show any 
change in the limits of cardiac dulness in 
many cases in which obvious improvement 
in the symptoms occurred under treatment. 
Only in one case was there any obvious 
change. Here no apex impulse could be 
made out before treatment, a diffuse move- 
ment in the epigastric region only being 
recorded, while after treatment a very well- 
defined apex beat was present. 

Digitalis was given in these cases in full 
doses to begin with, a drachm a day being 
prescribed. This very often led to head- 
ache, nausea, or vomiting after a few days, 
or the pulse showed distinct effects; the 
drug was then abandoned for a few days, 
and then resumed with rather smaller doses. 
The dreaded cumulative effects of digitalis 
proved not to be serious, though the pulse 
ought to be watched day by day. In many 
cases the best results were obtained at first 
only when the largest doses were taken 
which did not induce gastric symptoms. 
After a course of digitalis lasting for a fort- 
night or more, the patient often relapsed on 
giving up the drug, the same symptoms 
recurring as in the beginning. Renewed 
treatment restored the improvement, and 
after a more prolonged course a relapse was 
often much less in extent, and finally a 
satisfactory condition could be maintained 
with comparatively small quantities or with 
larger amounts taken at intervals of several 
days. 

One great limitation in the use of digitalis 
is caused by the slowness with which its 
action is elicited. Rarely is any distinct 
change to be seen before the fourth day of 
treatment, and this precludes its use in the 
most acute cases. In order to elicit a more 
rapid effect they have injected strophanthin 
intravenously (1/250 to 1/100 grain) in a 
number of cases with most satisfactory 
results. The action is in every way similar 


to that obtained by tincture of digitalis 
given by the mouth, except that the results 
are obtained in hours instead of days, the 
pulse four to eight hours after an intrave- 
nous injection of strophanthin being com- 
parable; in cases of emergency it would 
seem to be well to begin with an intravenous 
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injection of strophanthus, and to continue 
with the daily administration of digitalis 
tincture by the mouth. The use of digitalis 
in such acute conditions as heart failure in 
pneumonia has long been a matter of dis- 
pute; and, indeed, the slowness of its action 
seems to contraindicate its use here, and at 
the same time to suggest the substitition of 
strophanthin intravenously. 

The action of digitalis is of course to be 
aided by other remedies where possible. 
For example, in some cases of edema, great 
benefit may follow the addition of caffeine 
and theobromine, but Gibson asserts he 
cannot agree that these act through changes 
in the heart. In others, the weakness of 
the heart may be compensated by dilatation 
of the vessels by some of the nitrite series, 
and others still may improve under bromides 
and digitalis. 





VACCINES IN SUPPURATIVE OTITIS 
MEDIA, 

CurisTiE in the New York Medical 
Record of September 28, 1912, says that 
from his own experience and the experience 
of others he thinks it can now be stated that 
the use of vaccine treatment in acute sup- 
purative otitis media should be confined to 
those cases which are resistant to local 
treatment, and then it should be used in 
addition to, and not to the exclusion of, such 
treatment. It is undoubtedly a valuable 
addition to our present means of treating 
such cases. In addition to these acute cases 
it is the general opinion of men who have 
used them that vaccines are of value in 
most subacute cases. In chronic cases their 
field of usefulness is much more restricted, 
depending probably upon two factors, the 
amount of necrosis and the condition of the 
circulation in the mastoid. Enough cases 
have been reported by different observers to 
show that vaccines are an aid to the treat- 
ment of chronic cases even of long standing, 
but of course the more chronic the disease 
becomes the more is it likely that operative 
measures will be necessary to effect a cure. 

Even with the above limitations it must 
be acknowledged that vaccines have a def- 


inite place in the treatment of suppurative 
conditions of the middle ear. The dangers 
accompanying a chronic otitis media are 
being recognized now as never before, and 
if the vaccines will prevent a certain number 
of cases from becoming chronic, and limit 
the ravages of the disease in those already 
chronic, then their use is not only justified 
but becomes highly imperative. 





INTESTINAL TOXEMIA IN THE NEW- 
BORN. 

In the American Journal of Diseases of 
Children for October, 1912, Morse says of 
this state that the treatment consists in the 
administration of one or two teaspoonfuls 
of castor oil, the withdrawal of food for 
from twelve to twenty-four hours, and the 
feeding of water or water sweetened with 
saccharin. It is also well to irrigate the 
bowels in the beginning. Bromide or stim- 
ulants, such as strychnine or caffeine, may 
be used, if necessary. The best food, after 
the period of starvation, is human milk, 
plain or diluted, according to the individual 
baby’s condition; next to this a mixture of 
cows’ milk, low in fat, high in milk-sugar, 
and with a moderate amount of proteins, 
part of these preferably in the form of the 
whey proteins. It is important to give a 
high percentage of milk-sugar in order to 
change the bacterial activity from the pro- 
teolytic to the fermentative type. 





TREATMENT OF SMALLPOX BY TINC- 
TURE OF IODINE. 

NEWELL in the Indian Medical Gazette 
for September, 1912, says that since iodine 
has been proved a useful disinfectant, it 
occurred to him it should be of value as a 
paint to disinfect the skin in smallpox, and 
therefore lessen the aerial dissemination of 
infectious epithelial débris. It necessarily 
follows the earlier this is done the greater 
should be its value. Newell accordingly 
determined to use it in the treatment of 
smallpox as a local paint on the more ex- 
posed parts, and so began the trial by its 
application to the forehead, chin, neck, and 
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the back of the hands. Its use, however, 
proved it to be of much greater value than 
the object for which he applied it. Using 
it early in confluent cases he found that it 
materially affected the development of the 
pox and prevented the “pitting” of smallpox 
which is so horrible a result in confluent 
cases. It is because it has proved itself so 
valuable an agent in the prevention and 
lessening of “pitting” (according to the 
period of its application—the earlier the 
better) that Newell thinks he is justified in 
writing this early note to enable his brother 
practitioners to use a valuable therapeutical 
agent which will modify the disease and 
save the patient from disfigurement. He 
has been too busy to accompany this note 
with details of cases, nor could he rely on 
the hospital assistant at his disposal to make 
out the temperature charts, but the results 
have proved satisfactory, and he thinks are 
worthy of record in this new treatment of 
smallpox. He used the ordinary B. P. 
tincture of iodine, and so far has limited its 
use to the above-mentioned parts. The 
application can be applied two or three times 
a day for a few days only and then totally 
discarded. The colored scabs and epithelium 
all come away, and, in cases treated early, 
leave no trace of a scar even in severe con- 
fluent cases. Both Indian and European 
cases gave success. 

The following advantages may in his 
opinion be claimed for this treatment: (1) 
Lessening and prevention (if applied early) 
of “pitting.” (2) Modification of the dis- 
ease. (3) Lessening of pain and fever. 
(4) Disinfection of the parts where it is 
applied and thereby lessening the chances of 
aerial infection from epithelial débris. (5) 
A useful method of lessening the spread of 
the disease among natives who refuse to go 
to hospital; as, if one can disinfect the ex- 
posed parts, arrangements can be made to 
disinfect articles of clothing covering the 
other parts of the body. (Before discharge 
from hospital his practice has been to have 
all patients washed or bathed in a carbolic 
solution.) (6) Lessening of mortality in 
confluent cases, since it follows if the “pox” 
on exposed parts mentioned can be thus 


abated there is so much lessening of 
toxemia. It seems to Neweli there is fur- 
ther scope in this treatment to see how far 
the mortality can be reduced by alternate 
applications of the iodine to different parts 
of the body, so that all parts affected by the 
eruption can be so treated. 





TREATMENT OF ENDOCARDITIS IN 
CHILDREN. 

Writing in the American Journal of 
Obstetrics for September, 1912, CALHouN 
has this to say as to the treatment of chronic 
endocarditis: 

The key-note of success is prophylaxis. 
That seems to be at the present day the most 
effective weapon at our command in all 
branches of medicine. Calhoun does not 
see how we are going to avoid a first attack 
of rheumatism; we may not be able to pre- 
vent subsequent attacks, but we can with 
proper codperation see our cases early 
enough to put the patient under the best 
conditions for a rapid favorable termination 
of the acute attacks and the least material 
damage to the heart. By cooperation, he 
means that of the parents or those in whose 
care the child lives. They must be im- 
pressed with the insidiousness of the 
disease, and the great tendency to relapse, 
the several different ways in which it is 
ushered in, sometimes with joint symptoms 
or what the parent may call growing pains, 
sometimes muscular twitchings, or what is 
thought by the mother to be simply nervous- 
ness, sometimes tonsillitis. The decided 
limitations as to exercise and diet or over- 
work at school, to which most of our 
patients must subscribe, should be drilled 
into the parents. To the child, when old 
enough, should be explained in simple 
language his condition and how best to 
guard his health. He must not be made to 
feel himself a hopeless invalid, but to 
understand that he will feel better and 
happier if he will practice some self-denial 
in the direction indicated. It is quite com- 
mon to’have a mother express surprise that 
rheumatism can occur in such a young 
child. It has seemed to be quite a wide- 
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spread belief that it is a disease belonging 
to adult life alone. This is an error we 
must seek to dissipate. 

In medication and advice as to diet, in 
these cases of chronic endocarditis, is the 
hope of warding off subsequent attacks of 
inflammation. We will find that most of 
these little patients are particularly fond of 
meats and sugars. The nitrogenous and 
carbohydrate diet must be cut down decid- 
edly. The red meats should not be allowed 
more than three times a week and then 
sparingly—sugars in like moderation. The 
proteids can be furnished by cereals, eggs, 
with fish and poultry, and the nutrition not 
suffer. Of course, the bowels should not 
be allowed to become constipated. As re- 
gards exercise, there will be more tendency 
on the part of the child to overindulge than 
otherwise, and we may dismiss this con- 
sideration by a word of warning against too 
strenuous play, as in running, jumping, etc. 

The activities need be less curtailed in 
cases in which the mitral valve alone is 
involved, except in a considerable degree of 
stenosis. Calhoun thinks that Kerley’s 
method of giving sodium salicylate in 5- 
grain doses t.i.d. for five days out of each 
month, with, if the case indicates, some 
form of iron to combat the anemia during 
the remainder of the time, is worth trying. 

We must if possible keep the patients 
under observation through not only months 
but years. We need not see them often, 
but if a child with a decided heart murmur 
is seen every two to six months, even though 
things are going along apparently well, it 
will, perhaps, mean much as to the pro- 
longation of its life. 

The indiscriminate use of heart stimulants 
is to be regretted. Unless there is an irreg- 
ular or intermittent heart action or pro- 
nounced weakness of the first and accentua- 
tion of the second sound, or the presence of 
cyanosis, heart stimulants are not called 
for. Rest in bed should be first insisted 
upon until it is demonstrated that stimula- 
tion of the heart is needed. Probably digi- 
talis or strophanthus will give the best 
results when we are called upon to use 
stimulants. 


To sum up: Be on the watch for cardiac 
developments in all patients of rheumatic 
diathesis whatever form this tendency may 
assume. Attempt to educate the parents 
and the patients themselves as to the com- 
mon occurrence of endocarditis in children 
and its danger signs, and demonstrate to 
them the benefit of prophylaxis—a rational 
mode of living for those who suffer from 
this disease. 





TREATMENT OF METRORRHAGIA. 


Mackenropt (Berliner klinische Woch- 
enschrift, Jahrgang 49, Nr. 37) says that 
the influence of the +-rays upon the ovary 
is to destroy the follicles. In this way 
hemorrhage from the uterus may be con- 
trolled. The rays should be used for this 
purpose only for excessive bleeding at the 
time of the menopause. If used early in 
life an artificial menopause with all its train 
of unpleasant symptoms is brought about. 
The «x-rays also act in combating hemor- 
rhage from the womb by producing a sort of 
scirrhous change in the uterine muscle. 

That curettement of the uterus with or 
without subsequent intrauterine therapy 
does not always accomplish the desired ob- 
ject is a regrettable fact. The experience of 
the author indicates that the part of the 
uterine wall which is usually the source of 
pathological bleeding is not sufficiently influ- 
enced by this therapeutic measure. Inves- 
tigation of ordinary menstruation shows 
that all parts of the uterine mucosa con- 
tribute to the flow, while in pathological 
bleeding the hemorrhage usually springs 
from the fundus uteri. Therefore agents 
which cause contraction of the fundus pro- 
duce the best results. The author has in 
some cases, on account of the difficulty in 
properly curetting the fundus by the ordi- 
nary means, incised the vaginal wall, drawn 
the fundus down, split it, and curetted the 
mucous membrane of the fundus but not of 
the body of the uterus. This partial de- 
struction of the mucosa has always given 
good results, as the hemorrhage has not 
returned, while normal menstruation has 
been carried on. 
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BILATERAL INTESTINAL EXCLUSION 
WITHOUT DRAINAGE OF THE 
EXCLUDED LOBE. 

HocuHeEnecc (Wiener klin. Woch., quoted 
by Journal de Chirurgie, Tome ix, No. 2, 
1912) reports the case of a woman in whom 
von Mosetig fifteen years ago drained a 
voluminous appendicular abscess, follow- 
ing which there was a fecal fistula. Because 
of imperfect drainage a month after the 
first operation the fistula, which ran to the 
right colonic flexure, was enlarged. This 
procedure demonstrated the existence of a 
perforation together with an infiltration 
which suggested tuberculosis, particularly 
so because this patient had been subjected 
to amputation of the arm for relief of a 
white swelling of the elbow. A month 
later von Mosetig performed an entero- 
anastomosis, the ileum being attached to the 
transverse colon, after which a ligature was 
applied to the peripheral end of the ileum 
and the central end of the colon in the hope 
of blocking fecal passage through the ex- 
cluded loop. The result was unsatisfactory. 
Therefore a fourth operation was practiced, 
and a bilateral and permanent exclusion 
was made by the excluded loop being 
drained by the persisting fistula. The fis- 
tula for a time seemed adequately to drain 
the excluded loop, but closed in. three 
months. The patient remained entirely well 
for fifteen years, except for some pain in 
the left side of the abdomen. 

For one year before she was observed by 
Hochenegg she suffered from progressive 
emaciation and abdominal pain, followed 
by the development of a tumor. In the 
cecal and umbilical region there was found 
a tumor the size of-a fist which during the 
paroxysms of pain had a tendency to be- 
come fixed against the abdominal wall. 
There was a rise in temperature and chills. 
On operation it was found that the large in- 
testine and portion of the ileum forming the 
excluded segment had formed a veritable 
stercoral tumor weighing 750 grammes. 
The exclusion was resected. It was made 
up of 22 centimeters of ileum and 27 centi- 
meters of large intestine, greatly hyper- 
trophied, and showing at one point a small 


diverticulum suggesting a probable perfora- 
tion in case operation had not been prac- 
ticed. Hochenegg knows of one similar 
case, that of Nucinger. This patient died 
fifteen years after a bilateral exclusion with- 
out drainage practiced for ulcerating colitis. 
At autopsy perforative peritonitis was 
demonstrated. 

These cases illustrate the danger of leav- 
ing an excluded loop of intestine without 
sufficient provision for drainage. 





THYMOL-ALCOHOL AS A DISINFECT- 
ANT OF THE FIELD OF 
OPERATION. 

Kuun (Surgery, Gynecology and Ob- 
stetrics, October, 1912), following the re- 
ports of the studies of A. Hoffmann in 
Ko6nig’s clinic of the use of thymol in alco- 
hol as a disinfectant of the skin preceding 
surgical operations, has been led to try the 
method on some two hundred consecutive 
cases. Hoffmann recommends a 5-per-cent 
solution of thymol in 60-per-cent alcohol for 
general use. His technique calls for the 
first application eight to ten minutes before 
the second, after which the field becomes 
sterile in from three to five minutes. Kuhn 
has modified Hoffmann’s technique as fol- 
lows: The patient receives a tub bath the 
night before the operation. The abdomen 
or parts are scrubbed with soap and water 
and dried with a towel. The patient is put 
to bed with no compress or application of 
any sort. One hour before the operation, 
the parts (scrotum and perineum excepted ) 
are wiped over with a gauze sponge satu- 
rated with the solution, care being taken, 
following Hoffmann’s instructions, not to 
use too moist a sponge or to allow the solu- 
tion to remain in depressions. There occurs 
at this time a sensation of warmth accom- 
panied with a mild degree of hyperemia. 
No patient has ever complained of burning 
or discomfort, nor has he had the slightest 
degree of dermatitis following. After the 
application has dried, which occurs in a few 
moments, a large sterile gauze pad is ap- 
plied and retained with a binder. The sec- 
ond application takes place on the operating 


























table, the same precautions being followed 
as for the first. The operation begins five 
minutes after the last application. In 
emergency cases the solution has been used 
immediately after the scrubbing, and has 
been used without preliminary scrubbing 
with good results. 

This method has been found efficient in 
the preparation of the skin in any locality, 
over abrasions, compound fractures and in- 
fections, but it should not be used on the 
scrotum or the perineum, as it is here 
likely to produce a dermatitis, as is any 
alcoholic solution. 

To get the best results, Hoffmann’s rules 
should be followed: 

Allow at least five minutes after the ap- 
plications before operating. 

Do not use an excess of solution or flush 
the parts. 

Do not allow the peritoneum to come in 
contact with the solution or with the skin 
disinfected with the solution. 





SURGICAL TREATMENT OF GASTRO- 
INTESTINAL STASIS. 

CorFey (Surgery, Gynecology and Ob- 
stetrics, October, 1912), in an admirable 
article on this subject makes certain valu- 
able deductions in regard to gastrointestinal 
stasis and abdominal ptosis. He considers 
that the relation is purely physical and 
chemical. Mechanical obstructions always 
occur at the point of junction of a fixed and 
movable part of the intestinal tube, except 
when due to inflammatory adhesions. 

Quadrupeds eating the same food as man 
have intestines which occupy practically the 
same relative position in the abdomen as is 
found in man, but which are suspended by 
a mesentery and are freely movable. In 
the quadruped the intestinal tube is sus- 
pended from the whole length of the spinal 
column and has no important organ under 
it. In man the abdominal cavity stands on 
end, so that the tendency of upper organs 
would be to ride down on the lower organs 
unless special provision were made. 

The abdominal organs are maintained in 
their relative fixed positions by four classes 
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of supports in addition to the normal mes- 
enteries: First, prenatal peritoneal fusions 
to the parietal peritoneum; second, the 
shape of the abdominal cavity, which pro- 
vides a broad shelf above the psoas muscle 
for support of the heavy organs; third, the 
force of the abdominal wall, which tends to 
mold the abdominal organs into a mass and 
hold them on the shelf; fourth, extraperito- 
neal fat, which is placed in cell by cell in 
such a manner as to maintain and regulate 
intra-abdominal pressure. 

In the quadruped peritoneal fusions are 
not necessary. In man as much as possible 
of the intestinal tract has been attached 
directly to the parietal peritoneum by these 
fusions: 

The parts of the intestines which are 
fixed in man but movable in the quadruped 
are the duodenum, ascending and descend- 
ing colon, with their flexures and mesen- 
teries, and to a certain extent the rectum. 

The solid organs of the upper abdomen, 
which are fixed in man and movable in the 
quadruped, are the kidneys, liver, spleen, 
and the pancreas. 

The parts of the intestinal tube left mova- 
ble in man are the middle part of the stom- 
ach, the transverse colon, and the small 
intestine down to a point near the ileocecal 
valve and the sigmoid colon. 

The transverse colon is attached by 
fusion to the posterior leaf of the omentum, 
which in turn is attached to the anterior 
leaf by the same process, for the purpose of 
preventing the middle of the transverse 
colon from sagging and pulling on the two 
flexures. 

The shape of the abdominal cavity is that 
of a pear, the upper or large end of which 
corresponds to the diaphragm; the lower or 
smaller end to the base of the appendix or 
the crossing of the psoas muscles. 

The area of a cross-section of the abdom- 
inal cavity at the lower pole of the kidney 
is more than three times the area of a cross- 
section at the base of the appendix. 

The greater area of the section of the 
transverse kidney line, as compared with 
the transverse psoas or appendix, is prac- 

tically all behind a perpendicular line 
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touching the front of the psoas muscle. The 
heavy organs, including the ascending and 
descending colon, rest upon a shelf with an 
incline of 51 degrees (from the hori- 
zontal). 

The ascending colon and the descending 
colon are fused with the parietal peritoneum 
up to and external to the pole of the kidney. 
These organs are further held on the psoas 
shelf by the strength of the abdominal wall. 
The superimposed organs are partially held 
up and their weight transmitted to the 
abdominal wail by the normal resiliency of 
the organs below. The force thus exerted 
in the transmission of this weight to the 
abdominal wall we call intra-abdominal 
pressure. Intra-abdominal pressure is main- 
tained and regulated, and the mesenteries 
are shortened and strengthened, by extra- 
peritoneal fat. 

In 20 per cent of human beings the 
ascending and descending colon have not 
completely fused with the parietal perito- 
neum, and therefore have a mesentery like 
that of a quadruped except at the flexures, 
where the colon is usually attached to the 
front surface of the kidneys. In these 
defective persons the colon, instead of rest- 
ing on a shelf or incline, is suspended by a 
direct drop from the kidney. 

All cases of floating kidney, mobile 
cecum, and general visceroptosis are found 
in this defective one-fifth of the human 
race. 

The mobile cecum and ascending colon 
must propel its contents up-hill and around 
a sharp corner, and has no support except 
its point of adhesion to the front surface of 
the kidney and duodenum. 

A pendulous cecum thus suspended from 
the lower pole of the kidney does not prop- 
erly empty itself. The symptoms produced 
from this condition, however, are not very 
noticeable until about puberty. From 
puberty until early adult life the constipa- 
tion habit develops, and absorption of in- 
testinal poisons is often sufficient to be 
extremely detrimental to health. 

In some cases the intestine pulls loose 
from the kidney; the stasis is thereby re- 
lieved, and the patient goes on in fair health. 


In others the kidney is pulled out of posi- 
tion ; the stasis is relieved to a great extent, 
and while the patient has a movable kidney, 
may yet go on in fair health. 

In others the kidney and hepatic flexure 
retain their position and stasis is continued 
until early adult life, when often bacterial 
invasion takes place through the wall of 
the intestine and a pericolic membrane is 
formed. 

The pericolic membrane usually develops 
over the ascending colon. It is rarely, if 
ever, seen where the colon has properly 
rotated and fused to the parietal perito- 
neum. 

The pericolic membrane develops during 
the first few years of adult life and is of 
bacterial origin. Its development is appar- 
ently secondary to stasis accompanying the 
mobile cecum. The membrane is usually 
harmless until the hepatic flexure begins to 
let loose in the process of the development 
of general ptosis, at which time it begins to 
hold part of the weight of the mobile cecum, 
and thereby either produces pain, or by con- 
tracting unevenly produces secondary 
stasis. Surgical removal of the membrane 
under these circumstances relieves the pain 
and stasis, but promotes general ptosis. 

In advanced cases of right-sided ptosis 
the weight of the colon acting through the 
omentum sometimes pulls down the middle 
portion of the stomach, kinking the second 
portion of the duodenum, as in cases of 
midline ptosis. This form of ptosis may go 
on to such an extent as to sharply kink the 
intestine at the splenic flexure long before 
general ptosis occurs. 

Localized left-sided ptosis practically 
never occurs owing to the fact that although 
the descending colon may be movable, it 
propels its contents downward, has no angle 
to overcome, and has two extra supports 
at the splenic flexure. For this reason a 


unilateral left floating kidney is practically 
unknown. 

Midline ptosis is an acquired prolapse of 
those movable portions of the alimentary 
canal which cross the spinal column, and 
which are suspended by mesenteries from 
above and from fixed points on the. two 
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‘sides. It has no connection with intestinal 
rotation and fusion of the colon with thie 
parietal peritoneum, as is the case in right- 
sided and general ptosis. In midline ptosis 
the pyloric portion of the stomach, the 
‘transverse colon, and at times the free mar- 
gin of the liver may be involved. 

Midline ptosis produces stasis only when 
the normally fixed points at the second 
portion of the duodenum, or at the splenic 
or hepatic flexures, or both, remain fixed. 
Therefore, midline ptosis producing stasis 
not only is no part of a general ptosis, but 
cannot exist with a general ptosis. As a 
rule it is independent of any other form of 
localized ptosis. 

Midline ptosis is an acquired condition 
resulting from the combined effects of a 
chronically loaded colon or an overdis- 
tended stomach, plus long-continued or 
severe exercise, or occupations requiring 
prolonged standing, which stretches the nor- 
mal supports. 

Midline ptosis may be made permanent 
by adhesions of the omentum to the perito- 
neum below, or by contraction of the upper 
abdomen, resulting from the prolonged 
absence of the stomach and colon from that 
part. 

Long-continued overdistention of the sig- 
moid colon, which causes this intestine to 
fall into the pelvis, sometimes produces a 
sharp kink at the upper portion of the rec- 
tum. This may be called “sigmoid ptosis.” 

Any of the forms of localized ptosis may, 
by producing a profound stasis with intes- 
tinal toxemia, be the direct cause of the 
development of a general visceroptosis by so 
disturbing general metabolism as to cause 
absorption of the retroperitoneal fat, pro- 
vided there is an incomplete rotation and 
fusion of the ascending and descending 
colon. 

General visceroptosis is probably impos- 
sible in normal individuals having perfect 
fusion of the ascending and descending 
colon with the parietal peritoneum, which 
explains the fact that the great majority of 
individuals will not develop ptosis, no mat- 
ter how thin they become nor how flabby 
their abdominal walls become. 


So-called “congenital ptosis” with the 
characteristic body formation, known as 
the “ptosis habit,” is congenital only in that 
the ascending and descending colon are not 
fixed by prenatal adhesion. About the time 
of puberty in a certain proportion of these 
defective persons stasis is manifested or 
other depleting diseases exist, so that the 
retroperitoneal fat is absorbed in childhood. 
The organs gradually sink from year to 
year, the upper abdomen contracts, and the 
ribs drop to fill the vacancy left. The heavy 
organs are sliding off the psoas shelf, pro- 
ducing the straight back and “carrying posi- 
tion.” The lower abdomen expands to ac- 
commodate the organs, so that when the girl 
reaches maturity she is a misshapen being 
of low vitality. 

The large majority of cases of ptosis may 
be successfully treated and the patient made 
perfectly comfortable by medical and die- 
tary measures. Surgery should never be 
considered for the treatment of ptosis 
per sé. 

Gastric or intestinal stasis not relieved 
by medical and dietary measures consti- 
tutes the only excuse for surgery in this 
class of cases. 

Given a case of right-sided ptosis with a 
moderately movable right kidney, painful 
cecum and appendix, not relieved by medi- 
cal measures, the proper treatment is re- 
moval of the appendix and fixing the 
ascending colon through a right rectus 
incision, plus fattening. This will be suf- 
ficient to retain the kidney in position. 

If the right kidney is exceedingly mova- 
ble, and the symptoms demand surgical re- 
lief, the appendix is removed and the colon 
and kidney both fixed through a posterior 
incision. A coexisting pericolic membrane 
may or may not be removed, according to 
the judgment of the operator at the time. 
The author has usually not removed it. 

An operation which fixes a floating kid- 
ney without fixing the colon at the same 
time is not a sound surgical procedure. 

A mobile cecum with or without the 
membrane, in which the hepatic flexure re- 
mains fixed, is best treated by fixing the 
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cecum and ascending colon to the parietal 
peritoneum. 

Midline ptosis of long standing not re- 
lieved by proper medical treatment is suc- 
cessfully treated surgically by shortening 
the ligaments of the liver and stomach, su- 
turing the omenum to the abdominal wall, 
and expanding the upper abdomen. The re- 
sults following this method of treating mid- 
line ptosis with stasis are fully as striking 
and complete as those produced by a gastro- 
enterostomy for mechanical obstruction at 
the pylorus. 

Sigmoid ptosis, producing severe stasis, 
can only be treated successfully by short- 
circuiting or exercising. 

General visceroptosis, the pathogenic 
sign of which is a floating left kidney, is 
not a surgical condition. Such patients may 
be materially benefited and made very com- 
fortable by wise medical treatment com- 
bined with Martin’s gymnastic treatment, 
but they can never be made normal indi- 
viduals. The only hope for successful sur- 
gical treatment of general ptosis must be in 
the line of a prophylactic or orthopedic op- 
eration, which may be made possible in the 
future by improved diagnostic technique 
which will enable the doctor to determine 
the cases of movable colon in the feeble 
child before the ptosis habit has been 
formed—in which case the defect may be 
remedied by fusing the ascending colon to 
the parietal peritoneum, just as we now 
repair a congenital hernia or a cleft palate. 

In all of Coffey’s early work, including 
the very first case of the surgical treatment 
of ptosis, he kept his patient on the back in 
the Trendelenburg position for at least four 
weeks after operation. 

Only a very-small per cent of ptosis cases 
as they now come to the doctor are surgical, 
and in bringing forward the subject of 
ptosis and stasis we are opening one of the 
most dangerous fields for surgical abuses 
that has ever been opened to the surgical 
“confidence man,’ who needs no other ex- 
cuse for performing a surgical operation 
than the consent of the patient. X-ray ob- 
servation is of inestimable value in the study 
of these cases, but is the most dangerous 


agent yet placed at the disposal of the un- 
scrupulous surgeon, because it is so convinc- 
ing to the laity, and at the same time so 
meaningless when considered independently 
of the history of the case and not properly 
interpreted. 





MULTIPLE SEROSITIS. 


MattHew (Edinburgh Medical Journal, 
October, 1912) under the alluring title of 
polyorromenitis describes the rare condition 
characterized by the inflammation of many 
serous membranes which may occur in the 
acute, subacute, and chronic forms, the 
chronic form being that with which he deals 
in his present article, based on a case with 
a history of twelve years’ standing, begin- 
ning with an acute pericarditis with effu- 
sion. This was followed in three months by 
a left-sided pleurisy with effusion. After 
her attack of pleurisy she had fairly good 
health, and was but seldom absent from 
school or from her work. At times, how- 
ever, she was troubled with attacks of 
breathlessness and blueness of the face and 
slight swelling of the ankles. During this 
time there was a slow spread of the serous 
inflammation to other serous membranes— 
without definite symptoms—and involve- 
ment of the diaphragm, of the liver, produc- 
ing perihepatitis, and of the peritoneum. 
There is no clinical evidence of a perisplen- 
itis, but in all probability such was present. 
Eleven years after the pericarditis ascites - 
appeared, apparently suddenly, but more 
probably the fluid accumulated very gradu- 
ally. Coincidentally the attacks of her 
breathlessness and edema of the ankles dis- 
appeared. There was an improvement, too, 
in the general health of the patient, who but 
for the mechanical discomfort of the ac- 
cumulating fluid was quite well. 

Physical examination showed an ad- 
herent and obliterated pericardium, mark- 
edly thickened pleure over the bases of 
both lungs, an enlarged liver with peri- 
hepatitis, with probably adhesions between 
the diaphragm and the lungs and between 
the diaphragm and the upper surface of the 
liver, and some chronic peritonitis. 
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The second case, not a typical case of 
multiple serositis, suffered from the first at- 
tack of rheumatism at eighteen. Up to the 
age of forty-three she presented the ordi- 
nary features of recurrent attacks of loss of 
compensation common in a case of mitral 
disease. During the last two years of her 
life these attacks were in abeyance, and the 
predominant feature of her case was a re- 
current ascites with an enlarged liver and 
attacks of perihepatitis. On four occasions 
during her last two years the right pleura 
was tapped and large quantities of fluid 
drawn off. 

As to diagnosis in those cases which oc- 
cur apart from organic valvular disease of 
the heart, the first and prominent phenome- 
non is a marked ascites, which is found to 
require frequent tapping and which comes 
on evidently suddenly in an _ otherwise 
healthy person. The case is usually diag- 
nosed as cirrhosis of the liver. Pick was 
the first in 1896 to separate these cases from 
true cirrhosis, he having observed that the 
antecedent pericarditis and the subsequent 
extension of the inflammation to other 
serous membranes were concerned in the re- 
curring ascites, and he suggested the some- 
what clumsy name of pericarditis pseudo- 
cirrhosis of the liver. If we have a distinct 
history of a previous pericarditis, and signs 
of adherent pericardium when the case is 
presented, the diagnosis from cirrhosis can 
easily be made. In multiple serositis one 
does not find any conditions present likely 
to produce cirrhosis of the liver. It usually 
occurs in young persons. There is no jaun- 
dice, no sign of congestion in the portal 
system, and the liver is usually enlarged. 
The ascites is much greater than in cirrhosis, 
and frequent tappings are necessary, and in 
addition the patient otherwise is quite well. 
In cirrhosis of the liver when once ascites 
has set in, the patient does not live long 
enough to require many tappings. Patients 
with multiple serositis live many years. 

As to the origin of the serositis, the in- 
flammation usually begins in one serous 
membrane and spreads to and affects adja- 
cent serous membranes equally or unequally, 
and in addition confines itself to serous 


membranes. The original inflammation 
may start from any serous membrane, and 
in a certain number there is a distinct history 
of an antecedent pericarditis. When the 
condition begins as a perihepatitis or a 
peritonitis the ascites will occur within a 
short space of time. It may be weeks or 
at most a few months, nor will there be any 
edema of the feet and legs. As to the cause 
of the ascites, it is not likely that a peri- 
hepatitis could compress the portal vein, 
nor is there any cirrhosis to account for the 
condition. Pick held that as the result of 
the perihepatitis there is a cyanotic indura- 
tion, and reasoning from the analogy of 
cases of heart disease with secondary 
changes in the liver, he thought that conse- 
quent on the pericarditis and adherent peri- 
cardium there was an interference with 
the return circulation, which, long contin- 
ued, gradually produced a congestion or 
cyanotic induration of the liver, and ascites 
followed in time. Post-mortem examina- 
tion, however, never shows marked changes 
in the liver, nor is there any connective tis- 
sue proliferation. This is a necessary liver 
change for the appearance of fluid in the 
abdomen. The serositis in itself is evi- 
dently the explanation of the ascites. In all 
the reported cases the general peritoneum 
and the peritoneum from the liver are al- 
ways involved, especially the latter. In- 
flammation and thickening of the capsule of 
the liver cause pressure diminution, with 
the result that this organ becomes very 
small. 

As to the etiology, probably a large pro- 
portion of cases are tuberculous, though no 
clinical evidences of tuberculosis may be 
found in the lungs or elsewhere. Treat- 
ment is confined to tapping the abdomen 
and withdrawing the fluid. When the fluid 
accumulates very rapidly this constitutes a 
considerable drain on the patient’s blood 
and strength. In order to delay the ac- 
cumulation Matthew advises intraperitoneal 
injections of 1:1000 adrenalin chloride so- 
lution after withdrawal of the fluid. Fif- 
teen to twenty minims are then injected 
daily. He reports marked benefit from this 
solution. He observes that in his first case 
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when the abdomen had but little fluid in it 
the injection produced rather unpleasant 
effects, and in two minutes the patient be- 
came pale and somewhat cyanosed and com- 
plained of feeling faint and sick. This ef- 
fect passed off in about ten minutes. This 
happened at the beginning of each series. 





TECHNIQUE OF TOTAL LARYN- 
GECTOMY. 

Roucet (Journal de Chirurgie, tome ix, 
No. 1, 1912) notes that the gravity of laryn- 
gectomy is owing rather to the fact that 
cases subjected to it are far advanced in 
disease than to the dangers and difficulties 
essentially a part of the operation. As a 
preliminary to operation a systematic disin- 
fection of the mouth, pharynx, and nose is 
practiced. Decayed teeth are attended to. 
Suppurative sinuses are properly drained, 
and after a section of the tumor has been 
removed for microscopic examination suf- 
ficient time should be allowed to elapse for 
the inflammatory reaction to entirely sub- 
side. The patient is placed on the back with 
the upper part of the body raised and a 
pillow between the shoulders, thus allowing 
the chin to be held well up. The skin in- 
cision is a vertical one in the middle line, 
running from the hyoid bone to slightly 
above the sternal notch, supplemented by 
two transverse cuts, one above and one be- 
low. The upper cut is carried through all 
the muscles down. The lower transverse 
cut, about 12 cm. in length and curved 
slightly downward, extends from the outer 
border of one sternomastoid muscle to the 
outer border of that of the other side. The 
vertical cut passes down to the laryngeal 
cartilages and exposes the three upper rings 
of the trachea. If needful the thyroid isth- 
mus may be divided between clamps. Two 
lateral flaps are dissected, exposing the 
larynx and the two upper tracheal rings. 
By means of a knife or rongeur the inser- 
tions of the sternothyroid muscles are freed, 
keeping close to the cartilage. This scrap- 
ing free of muscular attachments is regard- 
ed as of high importance since it preserves 
all of the muscular fibers, facilitating ulti- 
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mate closure of the wound. The larynx 
and trachea having been freed in front and 
laterally the hemostasis having been com- 
pleted, the trachea is gently separated from 
behind and sectioned, usually between the 
first and second rings. By means of a 
curved Reverdin needle four threads are 
passed, two to the right and two to the left 
side, through the thickness of the tracheal 
wall. They should not penetrate the mu- 
cosa, should take a firm grip, and should be 
strong. They are placed a half centimeter 
from the median line, two above the seat 
of proposed section and very close to this 
line and two below. By drawing on these 
threads the trachea is pulled well out. Be- 
tween the upper and lower pairs of threads 
it is cut across. In dividing the posterior 
portion of the trachea still stronger traction 
is made on the threads, thus angling both 
the trachea and larynx forward. The sec- 
tion posteriorly is made very carefully until 
the cellular layer is encountered which sep- 
arates the trachea from the esophagus. 
Penetration of the latter tube is never need- 
ful, since the line of separation is easily 
recognized. 

The whole tracheal circumference having 
been freed the posterior surface of the lar- 
ynx is stripped up for a distance of a centi- 
meter, thus facilitating the introduction of 
a Perrier tracheal tube. This is then se- 
cured in position by means of the threads 
already passed into the trachea, a small 
open loop behind the tube facilitating this 
maneuver. Further anesthetization is ac- 
complished through this tube while the sur- 
geon carefully dissects the posterior portion 
of the larynx from the esophagus. The 
trachea is pulled well forward and rotated, 
the gauze stripping serving as a rule to free 
it from behind. The fibers of the inferior 
pharyngeal constrictor should not be cut, 
but should be detached either by a rongeur 
or by touches of the bistoury carried close 
‘to the thyroid insertions. By means of a 
retractor the cornu of the thyroid is exposed 
as far as possible and carefully denuded, 
precautions being taken not to enter the 
pharynx, and is finally cut across close to 
its base. The larynx is then held only by 











REPORTS ON THERAPEUTIC PROGRESS. 61 


its upper portion. It is finally freed by 
cutting the mucous membrane of the in- 
terarytenoid space without particularly 
guarding against section of the arytenoid 
cartilages, since they can be subsequently 
ablated if needful. Thereafter the thyro- 
hyoid membrane is cut transversely just 
beneath the hyoid bone. The opening of 
the pharynx should be as small as possible. 
The epiglottis still remains within the op- 
erative field. It is removed if needful, as 
is also any doubtful tissue remaining in the 
wound left by the removal of the larynx. 
Complete closure of the pharyngeal 
wound is necessary in order to protect the 
raw surfaces from contamination by the 
buccal discharges. Suture is sometimes 
difficult, since the mucosa is not a good 
holding structure to sutures. Moreover, in 
extrinsic cancers the opening may be a very 
large one. It must, however, be closed, and 
in such wise that valve formation prevent- 
ing subsequent swallowing is avoided. If 
the epiglottis is preserved this can be turned 
down and made to serve as a plug to the 
opening. Even when large removal has 
been needful this closure by suture is pos- 
sible if the chin is flexed. The esophageal 
tube is introduced into the stomach through 
the nose at the time that this suture is taken. 
Before beginning muscular suture the con- 
dition of the lymph nodes must be deter- 
mined and they must be removed if they 
are involved. After the pharyngeal wound 
is completely closed by a double line of 
sutures the muscles are carefully brought 
together in such wise that dead spaces are 
not left and that the upper part of the eso- 
phagus is well buttressed. The cannula 
previously secured to the trachea is removed 
and the trachea sutured to the lower por- 
tion of the incision, a deep musculocartilag- 
inous line being first applied and then a 
tracheal cutaneous line, the former fixing 
the trachea firmly and the latter protecting 
the deeper parts of the wound from con- 
tamination. The dressing is so applied that 
firm pressure is made on the upper part of 
the wound, thus closing the cavity left by 
the removal of the larynx, and the lower 
part is protected against contamination by 


tracheal discharge. It must be kept scru- 
pulously clean. The decubitus of choice is 
one with the head low. The dressings are 
frequently changed because of the needs of 
strict cleanliness. Nourishment should be 
given through a tube in abundant quanti- © 
ties at infrequent intervals. It should be 
so continued for two weeks. The patient 
should breathe in a compartment moistened 
by a mild antiseptic spray. The mouth and 
pharynx should be cleansed four times 
daily. The cannula should be changed every 
two days. In short, fat people the opera- 
tion is difficult: The esophagus is readily 
wounded. Under any circumstances syn- 
cope may develop at any period of the op- 
eration, especially when the trachea is di- 
vided, probably reflex. Asphyxia may de- 
velop and profuse hemorrhage is possible, 
although the complication should be avoided 
if the proper technique be employed. Col- 
lapse may develop from hours to weeks 
after the operation. Sudden postoperative 
death in these cases is attributed to reflex 
of superior laryngeal origin. Secondary 
hemorrhage is recorded, also retraction of 
the larynx into the mediastinum incident 
to either imperfect suture or sloughing, ac- 
companied by death from asphyxia. Fis- 
tule are sometimes formed, which are best 
avoided by the use of an _ esophageal. 
catheter. 

As to complications, the wound is fre- 
quently infected. The trachea sometimes 
becomes gangrenous. Bronchopneumonia 
is perhaps the commonest complication. 
Pulmonary edema and edematous suppu- 
rative mediastinitis and myocarditis are 
noted. Chronic septicemia ending in ema- 
ciation and death is by no means uncom- 
mon. In 1890 Pinconnat gave the mortal- 
ity as 41 per cent; Schmiegelow in 1897 
gave it as 22 per cent. Molinie on the basis 
of 81 cases collected from the years 1897 
to 1907 gave 21 per cent. 

When the patients recover there is a 
marked improvement in the general health, 
and they are able to resume their occupa- 
tions, wearing a cannula through which 
they breathe. Deglutition is at first pain- 
ful, but becomes ultimately entirely normal. 
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Phonation is, of course, abolished, nor has 
any instrument been devised by which a 
speaking voice may be obtained. An arti- 
ficial larynx, however, may be put in place, 
that of Delair being the best. Indeed, a 
case is reported which was able to telephone 
from Bayonne to Paris, and to continue his 
trade. This requires a long training, is 
often fatiguing to patients, and is attended 
by inconveniences. Gottstein reported the 
case of a patient who could sing a song. 





RESTORATION OF THE URETHRA 
AFTER REMOVAL OF THE PROS- 
TATE TOGETHER WITH THE 
PROSTATIC URETHRA. 

Licin1 (Beitrage zur klinischen Chirur- 
gie, Bd. 79, Heft 1) says that after prosta- 
tectomy there remains an interruption of 
the continuity of the urethra which is un- 
avoidable. Different methods are used by 
surgeons to restore this continuity. Some 
surgeons cover the defect with a flap of 
mucous membrane from the neck of the 
bladder, others let remain a portion of the 
prostatic urethra so that the membrane be- 
tween the membranous urethra and the neck 
of the bladder may not be entirely de- 
stroyed, while others join the ends of the 
urethra together immediately after the 
enucleation of the prostate. There are still 
others, however, who consider it best to 
do a circular resection of the urethra along 
with removal of the prostate because a 
wound of regular outline heals more easily. 

The author carried out experiments on 
twelve dogs, and found that a certain length 
of time after prostatectomy together with 
excision of the prostatic urethra a definite 
shortening of the urethra occurred to the 
extent of 1 or 2 centimeters. Thus the 
length and breadth of the cavity left after 
removal of the prostate gradually become 
less and less and the cut ends of the urethra 
approach each other. After the removal of 
the prostate a blood clot is formed at the 
site of the prostate; this organizes, and, 
later on, by the contraction of the tissue 
thus formed the cut ends of the urethra 
are made to approach each other. The inner 


surface of the cavity is soon covered with 
epithelium, which grows out from the sur- 
face of the normal urethra. Finally there 
is established a normal mucous membrane 
with an underlying layer of muscular tissue. 
No advantage so far as healing is con- 
cerned is possessed by a flap brought down 
from the neck of the bladder, or by leaving 
behind a strip of the prostatic urethra, over 
the method of circular resection of the 
prostatic urethra. The flap of mucous 
membrane brought down from the neck of 
the bladder as well as the strip of the pros- 
tatic urethra left behind undergoes necrosis, 
so that at the end of ten days the condition 
is the same as if a circular resection had 
been done. The experience of the author 
showed that no narrowing of the urethra 
occurred after removal of the prostate. 





TECHNIQUE OF LUMBAR ANES- 
THESIA. 

Cuaput (Journal de Chirurgie, tome ix, 
No. 2, 1912) uses ampoules containing 3 
Cc. of 4-per-cent novocaine, sterilized in an 
autoclave or by Tyndallization. He objects 
to the addition of adrenalin, finds no ad- 
vantage in strychnine, and regards novo- 
caine as safer than stovaine and cocaine. 
It is highly efficient in moderate doses. His 
needles are 12 cm. long and furnished with 
a mandarin extending to the extreme point, 
but not passing it. A syringe of 2 Cc. 
capacity should be employed. A graduated 
glass is used so that the quantity of cerebro- 
spinal fluid evacuated may be measured. A 
solution of caffeine and one of artificial 
serum should be at hand. 

The patient should be given no food be- 
fore operation. Half an hour before he is 
given 4 grammes each of chloral and bro- 
mide of potassium, and 5 centigrammes of 
extract of opium, and his eyes are ban- 
daged. This medication is not needful in 
subjects who are not nervous. The best 
position is that with the patient seated on 
the side of the table, the feet supported by 
a chair, thighs about horizontal. The back 
is bowed forward, the elbows supported on 
the knees; the head is flexed. Cachectic 
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subjects should not assume this position un- 
less it is absolutely needful, since decubitus 
in right lateral position will answer fairly 
well. The skin is washed with alcohol or 
ether. The syringe may be filled directly 
from the broken ampoule either by suction 
through the needle or by pouring directly 
into the syringe barrel. 

Puncture is to be made in any of the 
lumbar spaces, through the middle line or 
lateral to this. Midline puncture is indi- 
cated when the spines are not particularly 
projecting. When they are the interspinous 
ligament is so dense that it is preferable to 
go to one side. The needle is thrust in 
without its mandarin and in nervous sub- 
jects should be preceded by local anesthesia 
of the skin. In medium puncture the needle 
is thrust in immediately beneath the spinous 
process and carried forward and upward; 
inward if the puncture be lateral. The bevel 
of the needle should look up. After it has 
penetrated for some centimeters there is a 
sensation of piercing parchment. One cen- 
timeter more and the rachidian sac is 
reached. There may be a rapid flow of fluid, 
a slow flow, simply blood, or no flow. If 
the flow is slow the needle should be pushed 
in a little further and then drawn out a 
little. It should be turned in the fingers or 
the mandarin should be thrust in. If this is 
followed by a free flow the mandarin should 
be left in place until a sufficient amount has 
escaped. On its removal the flow may be 
stopped. If blood escapes the needle should 
be pushed in further or drawn out. If 
blood still flows puncture should be made 
in another position. If there is no flow the 
lumen should be freed by the mandarin. 
Still if this is not successful another median 
or lateral puncture should be made. If this 
fails other spaces may be tried. Success 
always follows if the surgeon persevere. In 
patients over 40 the intraspinous ligaments 
are often calcified, these calcifications being 
disposed in the form of nodules. Failure to 
penetrate one space indicates a trial in an- 
other. In the obese there may be a failure 
because some needles are too short and be- 
cause it is not possible to feel the spinal 
hypophysis. Several efforts should be made 


in different regions. If there is still failure 
the skin should be anesthetized by ethyl 
chloride and a 3 cm. incision made so that 
the spinous processes can be recognized at 
the bottom of the wound and a finger can be 
guided along its lower surface. In certain 
cases of kyphosis and scoliosis it is difficult 
to reach the rachidian sac. It may be 
reached by higher puncture. An abundant 
effusion of cerebrospinal fluid is indispens- 
able if one wishes to avoid postoperative 
headaches. At least 15 to 20 Cc. should be 
evacuated in a glass. The injection should be 
driven in gently, and the needle should be 
drawn out still attached to the syringe in 
order not to lose any of the liquid. As 
to the dose, 6 centigrammes are used, 
when operations are to be performed on the 
perineum; 8 centigrammes for hernias and 
laparotomies. The dose corresponds to 1.5 
Cc. and 2 Cc. of a 4-per-cent solution. 

As to the position of the patient during 
operation, the Trendelenburg can be taken 
without trouble. It should be assumed 
slowly, however, and in place of being dan- 
gerous often cures the pallor and low blood- 
pressure which sometimes follow spinal in- 
jection. If a lateral position must be as- 
sumed it must be remembered that the lower 
side may be the only one anesthetized, since 
the novocajne in the cerebrospinal fluid 
obeys the laws of gravity. To avoid this 
inconvenience the patient is left on his back 
for ten minutes after the injection. The 
anesthesia begins in the perineum, then af- 
fects the feet, legs, thighs, and abdomen, 
reaching to the breast. With a dose of 8 
centigrammes the abdomen is anesthetized 
in from five to ten minutes. The muscles of 
the involved region are paralyzed, making 
conditions favorable for the treatment of 
fractures and luxations and the perform- 
ance of laparotomies. 

Anesthesia lasts for about three-quarters 
of an hour. To determine whether or not 
it is present the skin is pinched with a pair 
of forceps, the face of the patient being 
watched to see whether it shows signs of 
pain. He should not be asked the question 
as to whether or not he feels. Anesthesia 
works best with those over forty, of even 
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disposition. In younger people, especially 
the hypersensitive and neuropathic, it is not 
‘so satisfactory. Moreover, it fails in the 
alcoholic and the drug habitués. It some- 
times happens that at the beginning of lap- 
arotomy it is perfectly successful, but the 
patient complains during the end, and if the 
operation is difficult he struggles. General 
anesthesia is then indicated. Occasionally 
the patient will vomit. The patient should 
‘be carefully watched, and if he become ex- 
tremely pale and if the pulse drops to 50 or 
less, a subcutaneous injection of caffeine 
should be given. This is usually adequate. 
It may be needful, however, to put the pa- 
tient in the Trendelenburg position and 
make a subcutaneous serum injection. 
Headache is rare when there is a sufficient 
evacuation of cerebrospinal fluid before 
making the injection, and when the patient 
remains quiet in the recumbent posture. 

After spinal anesthesia the patient should 
not be allowed to sit up the first few days. 
When headaches do occur, the head should 
be kept low and spinal puncture should be 
practiced with the evacuation of about 20 
Cc. of the spinal fluid. Usually a single 
puncture is sufficient. Chaput states that he 
has never seen paralysis, retention of urine, 
or ocular palsy. 

As to the advantages of the method, it 
may be given without an anesthetist, there 
is an exact dosage, there is no syncope dur- 
ing operation, no shock either during or 
after, vomiting is rare during the operation 
and entirely absent afterward. The pro- 
cedure is easy and more rapid than local 
anesthesia and has a much wider range of 
application. It produces no alteration in 
liver or kidneys. It never kills the able- 
bodied, and the results are entirely satisfac- 
tory in the hands of every one who uses it. 
The method is especially indicated in adults 
and old people and in those who exhibit a 
contraindication to general anesthesia with 
lesions so placed that they are not amenable 
to a local anesthetic. It is contraindicated in 
those under twelve years of age and in 
supra-abdominal operations. It is contrain- 
dicated in the profoundly ill patients, and is 
impracticable in very nervous ones, unless 


they are previously calmed by morphine. 
Indeed, Chaput regards lumbar anesthesia 
as one of the greatest discoveries of the 
age. 





OPERATIVE TREATMENT OF GEN- 
ERAL EPILEPSY. 


Ito (Deutsche Ztschr. f. Chir., Bd. 115, 
H. 5-6) has during the last ten years oper- 
ated upon 106 cases of genuine generalized 
epilepsy after the method of Kocher, and 
investigation of all these cases has only re- 
cently been carried out. Of 58 cases on 
which operation was done upwards of five 
years, eight have been completely cured, 15 
have been decidedly benefited, while 33 
have not been benefited. 





DISINFECTION OF THE HANDS AND 
FIELD OF OPERATION. 

Ozaki (Deutsche Zeitschrift fiir Chirur- 
gie, Bd. 115, H. 5-6), after having experi- 
mented with various methods of disinfec- 
tion of the hands and site of operation, con- 
cludes that the use of pure alcohol as ad- 
vised by von Brunn, and acetone-alcohol 
after the method of von Herff, is very sim- 
ple, moderately quickly carried out, and is 
not hard on the hands of the operator, but 
is suited only to brief operations, as the 
effect is soon lost through the moistening of 
the parts in the course of the operation. 
The best rapid method of disinfection is 
certainly the tannin-alcohol method of 
Zabludowski and Tatarinow. It is true that 
the results of this method directly after the 
disinfection are not very favorable, nor are 
the results very lasting, so that it is to be 
used in lengthy operations only when they 
are of a very urgent character. 

After painting the skin with iodine there 
is within a minute such a reduction in the 
number of. germs as can scarcely be ob- 
tained by any other method. In the course 
of five minutes the number of germs is only 
slightly less than directly after the applica- 
tion. The application of iodine followed 


by washing with alcohol, acetone-alcohol, 
or thiosulphate-alcohol, produces as good a 
result as is accomplished after prolonged 
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soaking and washing of the skin. The rapid 
disinfection of the hands with tincture of 
iodine and thiosulphate-alcohol is not suited 
for daily and general use because of the 
irritation it produces in most persons. Two 
applications of tincture of iodine to the site 
of operation is so much better than the 
single application as to make its use advis- 
able for careful disinfection in parts where 
the skin is not too tender. Mechanical 
cleansing of the skin with soap and brush 
results in removal of the greater part of the 
superficial germs which are incorporated 
with the dirt, but has little influence upon 
the deeper lying germs. The tannin-alcohol 
preparation exercises its influence in large 
measure through hardening the germs 
which cannot be removed. With the excep- 
tion of the iodine and the tannin-alcohol, 
the best procedure consists of the hot water 
and alcohol disinfection after the method 
of Ahlfeld. This is not deleterious to the 
skin, is simple, and requires only a rela- 
tively short time for its performance. 





TREATMENT OF PROSTATIC HYPER- 
TROPHY BY APPLICATION OF 
X-RAYS TO THE TESTICLES. 

TAPPEINER (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 115, H. 5-6) has treated five 
cases of prostatic hypertrophy by applica- 
tion of the +-rays to the testicles. The pa- 
tients were catheterized two to four times 
daily, and the bladder afterward washed 
out with boric acid solution. The diet and 
bowels were carefully regulated. Every 
second day a sitz bath was given and a full 
bath twice a week. Salol and urotropin 
were given alternately. The application of 
the rays to the testicles was made three 
to five times at intervals of three to 
seven days. Only the testicle was exposed 
to the rays, the surrounding structures be- 
ing carefully protected by a lead plate. A 
soft tube was used at a distance of 50 centi- 
meters, with a current of 2 milliamperes. 
The application was kept up six and three- 
fourths minutes at each sitting. In no case 
was any harm done to the skin. In one 
patient all symptoms were completely and 


lastingly relieved and four others were im- 
proved. How much of the benefit was due 
to the catheterization and other measures. 
is questionable, but it seems that this blood- 
less procedure would be advisable in old 
men in whom the function of the. testicle 
does not come much into consideration, es- 
pecially in those cases not suited to 
operation. 





GASTROJEJUNOSTOMY. 


O’Conor (Lancet, Oct. 26, 1912), after 
calling attention to the danger of hemor- 
rhage in the use of clamps, describes his. 
technique as follows: The skin is prepared 
by iodine, two coats twenty-four hours. 
apart, without washing. After having split 
the mesocolon a four-inch site is focused, at 
least one inch above the visible gastroepi- 
ploic vessels. The transverse fold of the 
stomach is held by an assistant whilst the 
proximal portion of the jejunum is brought 
to the surface. A stay suture is passed 
through the free border of the jejunum as 
near as possible to its fixed portion, and 
then passed through the corresponding end 
of the stomach fold which the assistant 
holds in readiness. Three more stays are 
similarly inserted about 114 inches apart. 
Thus a four-inch line for the primary (pos- 
terior) continuous Lembert is prepared. 
The latter is immediately inserted, and as 
it reaches each stay is tied to it, and con- 
tinued to the next. Forceps having been 
previously applied to the ends of the stays, 
the assistant makes gentle traction, and pro- 
vides the operator with a fixed well-defined 
area in which to make the gastric and jeju- 
nal incisions. These completed, the two 
central stays are cut short, all spurting ves- 
sels are seized with forceps and ligated, and 
then a continuous circular catgut suture is 
rapidly inserted, uniting the corresponding 
surfaces of the stomach and gut. The as- 
sistant again makes traction on the two 
stays at each end of the wound, and two 
more stays are inserted in the center. Thus, 
again, the site for the anterior continuous 
silk Lembert is well delineated, and sutures 
are applied as before. Cleek-Childe’s liga- 
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ture forceps is now passed through the 
edges of the slit in the mesocolon, and one 
end of each stay is drawn through; these 
when respectively tied close the mesocolic 
opening and draw down the mesocolon to 
the level of the suture line. 

This method makes the operator master 
of the situation from beginning to end. 
The stays act as a fixed and sure guide for 
continuous sutures; they fortify the suture 
itself, in that the latter is tied to each as it 
passes. They act as excellent harmless 
tractors, admit of no flopping about or slip- 
ping away of parts, and obviate the neces- 
sity for needle mesenteric hematomata, an 
irritating setback to an otherwise good fif- 
teen minutes’ work. 





THE RENAL EXCRETION OF FORMAL- 
DEHYDE BY PATIENTS TAKING 
UROTROPIN. 


L’EsPERANCE (Boston Medical and Sur- 
gical Journal, Oct. 24, 1912) contributes an 
important study of this subject introduced 
by Hugh Cabot, who says the extent to 
which the medical profession has come to 
depend upon formaldehyde-containing drugs 
as urinary antiseptics is perhaps greater 
than we realize. Their use has become a 
part of the routine management of all in- 
fections of the urinary tract except in the 
lower portions, and we hesitate even to 
examine.a patient with instruments without 
the previous administration of one of these 
preparations. This dependence has resulted 
from work which clearly showed the ability 
of formaldehyde to destroy or inhibit the 
growth of the organisms commonly con- 
cerned in urinary infections. The group of 
drugs, of which utrotropin is best known, 
depend for their action upon formaldehyde, 
into which they are decomposed in the kid- 
ney. We have assumed, and it now appears 
without sufficient warrant, that if the drug 
were decomposed by the kidney of one pa- 
tient it would be decomposed by the kidney 
of any patient, and the writer has therefore 
assumed that he could regulate formalde- 
hyde in the urine by the dose of urotropin 
by mouth. It has of course been noted that 


some patients with colon bacillus infection 
did much better on these drugs than other 
patients with a similar infection, but this 
was laid to the idiosyncrasy of the organism 
rather than to the patient. 

The work of Burnam, shortly to appear, 
brings forward disquieting evidence to the 
effect that only about one patient in two 
is able to break urotropin up in such a way 
that any formaldehyde at all appears in the 
urine. If this experience is confirmed it 
means that little over one-half of the pa- 
tients receive any urinary antiseptic at all, 
and: that they have been relying at times 
implicitly upon a perfectly inert medium: 
It further means that until some new for- 
maldehyde-containing drug is discovered 
we must test the urine of every patient to 
whom we give one of this group of drugs 
before we assume that any benefit is to be 
expected from its administration. 

L’Esperance believes that the reason that 
the formaldehyde-containing drugs have not 
been investigated is not that they have been 
above suspicion, but because manufacturing 
druggists’ claims and reports have upheld 
each other in the most minute details. That 
certain conditions influenced the action of 
the drugs was undoubted, but no reliable 
test was at hand to determine the facts. 
The test for formaldehyde commonly used 
was that applied for the testing of milk, 
and is so delicate that it will detect one 
part in 100,000. Formaldehyde to be of 
value as a urinary antiseptic must be pres- 
ent in one part to 5000 or 6000. 

Rather vague impressions have prevailed 
that the following were some of the rea- 
sons causing the variable results: 

First, that the reaction of the urine was 
an important part in ability of the kidneys 
to decompose the drug. 

Second, that the administration of an al- 
kali with or in combination with inhibited 
the action of urotropin. 

Third, variation and instability of the 
drugs of this group. 

Fourth, idiosyncrasy. 

These reasons could not be affirmed or 
denied because of the absence of a reliable 
test, until the work of Dr. Burnam was 
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presented at the meeting of the American 
Urological Association at New York in 
April, 1912. The tests used to detect for- 
maldehyde in solutions were too delicate to 
be of clinical value. The Burnam test, as 
demonstrated by him and applied by the 
reporters in the Genito-urinary Clinic of 
the Massachusetts General Hospital to the 
urines of over 250 patients who were taking 
urotropin, was found to be reliable, quickly 
performed, and within the comprehension 
of any physician. 

The test is performed as follows: To 
about 10 Cc. of suspected urine in a test- 
tube at body temperature is added: 

1. Of solution phenylhydrazine HCl 0.5 
per cent, gtt. 11]. 

2. Solution sodium nitroprusside 5 per 
cent, gtt. i1j. 

3. Of saturated solution sodium hydrate, 
a few drops poured along the side of the 
test-tube. ; 

As this latter solution diffuses throughout 
the urine in the tube, if formaldehyde is 
present (or the urine is positive), a deep 
purplish-black color is seen, quickly chang- 
ing to a dark-green, gradually assuming a 
lighter shade of the same color, to finally 
pale yellow. 

With a urine that does not contain for- 
maldehyde (or is negative) the color reac- 
tion is as follows: As the saturated solu- 
tion sodium hydrate diffuses through the 
urine in the tube, a reddish color is seen, 
gradually turning to light yellow. 

Burnam’s test applied to urine of patients 
taking urotropin has proved that only about 
50 per cent of these patients excreted for- 
maldehyde. This important fact is con- 
stant under all conditions. . Age, sex, well 
or sick individuals, normal or pathological 
conditions of the kidneys, reaction of the 
urine—all these conditions do not influence 
the ratio of excreting and non-excreting 
kidneys, and the writer was able to foretell 
the results of a given number of specimens 
of urine before beginning the tests with 
considerable accuracy. Repeated tests of 
the urine of the same patients, but at dif- 
ferent times, always gave the same results— 
that is to say, negative urine in the original 


test showed the absence of formaldehyde 
even though the dosage was increased (60 
grains per day), or the reaction was 
changed (acid to alkaline, or vice versa). 
No positive urine ever became negative 
under the same changes. 

The time of the appearance of the drug 
in the urine is about one hour after inges- 
tion by mouth; the earliest seen was thirty 
minutes, and the average was at about the 
end of one hour. The continuation of the 
excretion extended for from four and one- 
half to six hours, with a maximum at about 
two hours. In view of these facts it is 
necessary, to get uninterrupted excretion, 
to repeat the drug every four hours. 

No symptoms caused by the drug were 
reported by patients not excreting formal- 
dehyde, a very noticeable and important 
fact. Of the patients showing formaldehyde 
in the urine by the Burnam test, five report- 
ed symptoms, and the severity of the dis- 
turbance varied from a slight hematuria and 
burning along the urinary tract to a vague 
malaise. All symptoms stopped with the 
discontinuance of the drug. 

The Burnam test was applied to the urine 
of more than 250 patients taking urotropin 
by mouth. The urine of some patients re- 
ceived several tests at various times under 
variable conditions. The results of 250 
urines were that 130, or 52 per cent, showed 
the presence of formaldehyde (or were 
positive) ; 120, or 48 per cent, did not show 
the presence of formaldehyde (or were 
negative). 

The deductions from the results of the 
foregoing tests and observations are con- 
firmatory of Dr. Burnam’s very important 
and valuable work. 

Formaldehyde appears in the urine only 
in 52 per cent of patients taking urotropin. 

Reaction of the urine of no importance. 

Alkalies taken with or in combination 
with urotropin have no effect on excretion. 

Duration of excretion of formaldehyde 
is about four to six hours. 

Increase of dosage does not affect excre- 
tion in negative urines. 

Urotropin practically symptomless in av- 
erage dose. 
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The urine of all patients taking urotropin 
should be tested for formaldehyde. 

Patients not excreting formaldehyde are 
symptomless regardless of the amount of 
urotropin taken. 





THE MODIFIED MASTOID OPERATION. 


Bryant (Medical Record, Nov. 16, 
1912) notes that the indication for this 
modified operation is operable chronic 
middle-ear suppuration in the presence of 
any part of the membrana vibrans. If the 
attachments of the drum membranes are 
completely gone, this operation cannot be 
performed. In cases not showing the nec- 
essary tissue for a successful modified rad- 
ical mastoid operation, namely, the drum 
and the ossicles, the conservative radical 
mastoid operation is always indicated. 

The author originally intended his modi- 
fication of the radical mastoid operation to 
apply only in cases that had good hearing a 
short time before the operation, but in prac- 
tice he has extended the operation to in- 
clude all cases that showed a possibility of 
regeneration of a tympanic membrane, pref- 
erably, of course, with the malleus, incus, 
and stapes in situ. 

This operation minimizes danger. All 
the dressings are absolutely painless. As 
a rule, the suppuration does not even 
reappear. 

This modified operation is followed by 
a rapid convalescence and by a regenera- 
tion of the tympanic membrane for the pro- 
tection of the labyrinthine walls. No post- 
aural scar occurs. 

The most valuable result of the operation 
is the preservation, because of the con- 
served drum membrane and ossicles, of the 
maximum amount of hearing. In favorable 
cases the hearing becomes normal. For the 
restoration of this normal hearing the 
cochlear apparatus must be intact and the 
middle-ear mechanism must be restored to 
its normal function. In many cases the 
hearing capacity does not reach its maxi- 
mum for some time, sometimes as long as 
a year. 

The operator should have two things con- 


stantly in mind—first, the individual needs 
and demands of the case, and secondly, the 
conservation of as much of the parts as pos- 
sible. Sufficient drainage must be provided, 
though generally little is needed. 

After proper sterilization of the field of 
operation (shaving is not necessary), the 
skin incision is made about one centimeter 
posterior to the fold of the auricle. The 
skin is separated from the periosteum, 
which is cut on a line parallel to and about 
one centimeter in front of the skin incision. 
The length of the skin incision and perios- 
teal incision is about 4 centimeters. The 
periosteum is lifted in an unbroken sheet. 
The outer table is attacked with rongeurs 
at the posterior lip of the osseous meatus. 
If it is impossible to get a good grip with 
the rongeurs, a curette or a front-bent gouge 
is used, and the opening is enlarged until 
the rongeur can take hold again. Having 
separated the membranous canal from the 
upper and back wall of the osseous canal, 
the posterior bony wall of the canal is re- 
moved with a rongeur, as in acute cases. 
When the bone has been removed close up 
to the annulus tympanicus, the membranous 
canal is cut across and held downward and 
forward with a spatula probe. 

The completion of the tympanic work re- 
quires strong reflected light. The dissec- 
tion should be as carefully done as if in a 
laboratory under perfect illumination. 
Enough of the bony canal should be re- 
moved to gain a satisfactory view of the 
tympanic cavity, and thus expose the region 
of the annulus and middle ear. If drainage 
requires it, a long U-shaped incision is 
made in the membrana tympani; the outer 
attic wall is attacked with a small curette 
and enough bone is removed to insure 
drainage of this space. The bone excava- 
tion may have to be extended to include 
part of the tympanic ring. 

The tympanic walls may be granulating, 
and therefore may need some curettage. 
The tympanic structures must be conserved. 
Provided the attachment to the incus is 
preserved intact, the operative field may be 
extended far enough to loosen some of the 
attachment of the malleus. 
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With “conservation of parts” as the 
watchword in this modified radical opera- 
tion, we must bear in mind that the tym- 
panic structures must be preserved ; that the 
incus must not be loosened at its attach- 
ment in the sella incudis; that the incudo- 
stapedial articulation must be preserved in- 
tact; that the oval pelvis should not be 
touched unless it is absolutely necessary to 
do so; and that the vestibular articulation 
of the stapes must be preserved with great 
care. The intratympanic muscles, especial- 
ly the stapedius, and their attachment 
should be preserved. 

After a thorough curettage the wound is 
syringed out with normal salt solution. The 
membranous canal is slit along its floor, 
carrying the cut through the cartilaginous 
meatus and a short distance into the concha. 
The periosteum is sutured with catgut 
sutures. 

The meatal flaps are distended with gauze 
packing lightly applied inside cargile mem- 
brane, but more tightly packed at the exter- 
nal orifice of the canal. The skin is closed 
by metal clamps and the external parts are 
painted with a 5-per-cent tincture of iodine. 
Then an absorbent dressing is put on. On 
the day following the operation the packing 
is removed from the canal, iodine is applied 
on the external parts, and the packing is 
replaced more lightly. 

On the second day after the operation 
the packing is again changed, the metal 
clamps are removed from the external 
wound, and the patient sits up. On the 
fourth to sixth day the packing is wholly 
omitted. The bandage is usually removed 
in less than a week. No suppuration is ex- 
pected at any stage of the convalescence, 
and no external scar remains. 

In order to promote the functions of the 
Eustachian tube, the nasopharynx always 
needs attention. Tympanic inflation is begun 
on the second day. Valsalva’s method is used 
when practicable. If this method does not 
inflate, Politzer’s method is used, and in 
‘default of this, Eustachian catheterization 
is employed. This tympanic inflation serves 
to prevent unnecessary tympanic adhesions 
and promotes drainage. Exuberant granu- 


lations rarely appear; if they do they can 
be wiped away with a cotton applicator. 

The canal sometimes needs local applica- 
tions in order to promote dermatization. 
Boric acid or xeroform powder may be used 
to assure cleanliness. Stimulation by nitrate 
of silver or scarlet-red salve is sometimes 
used to hurry epidermization of cicatrices. 
The convalescence should be complete in 
from seven to fourteen days. The neces- 
sity of individual cases of course causes a 
variety in the technique. 





IMPLANTATION OF FAT INTO TEN- 
ON’S CAPSULE AFTER ENU- 
CLEATION. 


WEIDLER (New York Medical Journal, 
Nov. 2, 1912) notes that enucleation is per- 
formed in the usual manner, with the ex- 
ception that just before each muscle is sev- 
ered from the globe a catgut suture is at- 
tached to it, and this suture is held by a 
hemostat. After the eyeball has been re- 
moved, he places in the capsule of Tenon 
a mass of fat tissues that has just been dis- 
sected from the gluteal region of the patient. 
The quantity of fat tissue used should be 
governed by the size of the eyeball. If we 
find a normal sized eye, the quantity of the 
fat tissue used will be greater than that 
needed after removal of a shrunken or 
tuberculous bulb. 

The external and internal recti muscles 
are brought together and tied with catgut 
sutures, and then the superior and inferior 
recti in the same manner; after this the con- 
junctiva and Tenon’s capsule are brought 
together with a purse-string suture of silk 
thread. A bandage is applied, and the pa- 
tient is put to bed for two days. There is 
usually slight or no reaction after the opera- 
tion. In case of severe swelling, ice-pads 
should be applied constantly. 

He has performed this operation three 
times, and from this limited experience is 
unwilling to draw a conclusion. He states 
that theoretical advantages are: 

There is nothing that can be broken at 
any future time, as in the case of a glass 
ball stump. 
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The fat being removed from the patient’s 
own body, overcomes the objections that 
have been raised against the implanting of 
a foreign body in the orbit. 

There is no danger of sympathetic oph- 
thalmia. 

The fat is easily inserted and molded, and 
is soon held in its place by the adhesions 
and ingrowths of connective tissue. 

It is non-irritating and therefore is not 
extruded. 





THE VALUE OF GASTROENTER- 
OSTOMY. 

ALBERT KocHer (Deutsche Zeitschrift 
fiir Chirurgie, Bd. 116), after reviewing 
gastroenterostomy in the hands of various 
surgeons, concludes that in so far as the 
immediate results of the operation are con- 
cerned they may be said to be without dan- 
ger, and local complication may almost with 
absolute certainty be avoided. The perma- 
nency of cure, especially in florid ulcer, is 
such that there is no ground for hesitation 
in carrying out this operation. The method 
of choice is the retrocolic longitudinal gas- 
troenterostomy of Hacker, with the short 
loop of Peterson and Czerny at the deepest 
part of the greater curvature, after the 
method of Kocher. This gives the best 
guarantee for good drainage and proper in- 
fluence upon the chemistry of the stomach. 
Both of these are of great importance in 
the healing of ulcer. The anticolic longi- 
tudinal gastroenterostomy of WoOlffler at the 
deepest part of the greater curvature fulfils 
these indications just as well, but by this 
method complications upon the part of the 
intestines cannot with certainty be avoided. 
Occlusion of the pylorus in ulcer of the 
pylorus is not advisable and is apparently 
dangerous, since restitution ad integram 
then becomes impossible. The danger of 
carcinomatous degeneration of an ulcer is 
lessened by gastroenterostomy, the more 
certainly so the earlier the operation is per- 


formed. It is clear that if there is a sus- 


picion of carcinomatous degeneration re- 
section should be done. Ina large majority 
of the cases this suspicion can be confirmed 
clinically. 


SAFETY AND SCIENCE IN NITROUS 
OXIDE ADMINISTRATION. 

CopurN under this title (Medical Rec- 
ord, Nov. 2, 1912) summarizes an excel- 
lently conceived article as follows: 

The essentials are: Preliminary hypoder- 
mic medication of morphine and atropine; 
pliable control of rebreathing and of oxygen 
throughout the administration; blood al- 
ways well oxygenated; rebreathing bag 
close to the patient’s face; sterilization of 
all parts contaminated by breathing; and 
small amounts of ether as an adjuvant an- 
esthetic whenever indicated, or infiltration 
of the field with a local anesthetic. Pres- 
sure-reducing valves and percentage gauges 
are unnecessary. Constant flow of gases 
prevents pliable control of rebreathing. 
Continuous positive pressure is harmful. 





VESICAL EXCLUSION AS A TREAT- 
MENT OF VESICAL TUBER- 
CULOSIS. 

BoecKEL (Journal d’Urologie, tome 1, 
No. 3, 1912), whilst conceding that the 
vesical symptoms of a tuberculosis of the 
genito-urinary tract are usually the most 
dominant and distressing and that these 
symptoms are usually cured by a nephrec- 
tomy, notes that certain individuals are not 
bettered as to their bladder lesions and the 
clinical manifestations of such lesions, the 
pain incident to the condition increasing 
rather than diminishing. This continued 
pain he attributes to a number of causes, 
among them the remaining tuberculous kid- 
ney and ureteral stump, tuberculous lesions 
exhibiting no tendency to heal, deep-seated 
and extensive vesical lesions already estab- 
lished before the kidney operation. More- 
over, certain of these painful tuberculous 
bladder cases are attributable to a primary 
vesical tuberculosis, the kidneys being quite 
free of infection. Cystotomy was often 
practiced for the relief of this and is more 
or less fatal. Cystectomy, of which there 
are five or six reported instances, has been 
attended by an appalling death-rate. Legueu 
has proposed as a palliative measure a vesi- 
cal exclusion, and was successful in at least 
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one case in which the pain became more 
severe after a unilateral nephrectomy. It 
was completely relieved by implanting the 
ureter of the remaining kidney into the 
large intestine. Others have formed a lum- 
bar fistula with great alleviation, if not 
complete relief of the sufferers. 

Andre has operated on two cases, one a 
girl of nineteen suffering from right pyo- 
nephrosis with an extremely rebellious and 
painful cystitis. The left kidney was with- 
out function, probably incident to extensive 
tubercular degeneration. A nephrostomy 
drained off the urine into the loin. There 
was almost an immediate disappearance of 
all pain. The general condition was excel- 
lent nearly two years after this procedure. 
The second patient, forty-three years old, 
suffering from a double pyonephrosis of 
probably tuberculous origin, complicated by 
a chronic cystitis, was subjected successively 
to a nephrostomy on each side, a three 


months’ interval being allowed between 
operations. There was a striking better- 
ment of both local and general conditions. 
The patient, however, died five months after 
the last operation. 

Carlier reports a case of tuberculosis of 
the right kidney with total destruction of 
the left, which was converted into a huge 
unilocular cyst. There was an associated 
severe cystitis. The exclusion of the blad- 
der accomplished by nephrostomy of the 
functionating side was followed by marked 
relief, the patient living six years. It is 
noted that the relief incident to exclusion by 
nephrostomy, either unilateral or bilateral, 
is usually immediate and observed as soon 
as the patient comes out from the anesthetic. 
Also there is a marked recession of lesions, 
and a betterment in general health. The 
ultimate results are less encouraging. Of 
six patients operated upon three died within 
fifteen months, one not for six years. 
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BUILDING A PROFITABLE Practice. Being a Text- 
Book on Medical Economics. By Thomas F. 
Reilly, M.S., M.D. The J. B. Lippincott Com- 
pany, Philadelphia and London, 1912. 

Dr. Reilly has provided a book which is 
designed to help the youthful practitioner 
in attending to the business side of his pro- 
fession. He well points out that many men, 
while skilled in the science of medicine, are 
lamentable failures when it comes to actual 
practice, their failure being not so much 
due to a lack of knowledge as to a lack of 
common sense in regard to business affairs. 
In at least one of the larger medical schools 
in this country the Faculty has arranged 
for lectures upon this subject, and this 
book might well be used as a text-book in 
conjunction therewith. The chapters deal 
with the economics of medicine, postgrad- 
uate study in the United States and in 
Europe, Hospital and Dispensary Service, 
State Board Examinations, the matter of 
location, the furnishing of the office, meth- 
ods of practice outside of ordinary pro- 


cedures, the relation of the physician to the 
medical society, medical finance, the rela- 
tion of the physician to the law, professional 
ethics, and many other facts which are of 
great interest to all medical men and par- 
ticularly to beginners. Perhaps ‘the most 
difficult portion of the book to prepare and 
follow is that which is devoted to thé charg- 
ing of fees. The charges vary so greatly 
with the locality, with the ability of the 
patient to pay, and with the reputation and 
skill of the physician or surgeon, that no 
definite schedule can be prepared. These 
tables, however, deal not only with the la- 
boring classes, but with clerks, business 
men and the so-called very wealthy, and 
therefore really do give some clue as to 
the amount. As a rule, however, we think 
they are far below the charges which ought 
to be made, at least in city practice. There 
is no danger, therefore, of the young man, 
who is charging the fees given in this list, 
being excessive in his statements of ac- 
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count. We believe that this book has a 
very definite function to perform, that it 
performs it well, and that its good qualities 
will make it exceedingly popular. 


PirysicaL Dracnosis. By Richard C. Cabot, M.D. 
Fifth Edition, Revised and Enlarged. William 
Wood & Company, New York, 1912. Price 
$3.00. 


When the first edition of this book ap- 
peared we referred to it in terms of praise, 
and the fact that five editions have appeared 
in seven years is indicative that our judg- 
ment of its contents was correct. At that 
time we criticized a number of the black- 
and-white illustrations on the ground that 
they were not sufficiently clear, and we are 
glad to note that in the present edition this 
fault has been largely remedied. We are 
glad to see that so much emphasis is laid 
upon the proper methods of performing 
percussion, a function which even the hands 
of many experienced men often fail to per- 
form in a proper manner. The book in its 
fifth edition is so much better than it was 
in its first that there can be no doubt that 
it will continue to be very popular. 


ProGRESSIVE MEDICINE. A Quarterly Digest of 
Advances, Discoveries, and Improvements in 
the Medical and Surgical Sciences. Edited 
by H. A. Hare, M.D., Assisted by L. F. Apple- 
man, M.D. Volume IV, December, 1912. Lea 
& Febiger, Philadelphia, 1912. 

The present volume of “Progressive 
Medicine” contains, as have previous issues 
for December, articles upon the following 
subjects: Diseases of the Digestive Tract 
and Allied Organs, the Liver, Pancreas and 
Peritoneum, by Edward H. Goodman, 
M.D.; Diseases of the Kidneys, by Dr. John 
Rose Bradford, M.D., F.R.C.P.; Genito- 
urinary Diseases, by Charles W. Bonney, 
M.D.; Surgery of the Extremities and 
Shock, Anesthesia, Infections, Fractures 
and Dislocations, and Tumors, by Joseph 
C. Bloodgood, M.D.; and finally a practical 
Therapeutic Referendum designed as a 
summary of therapeutics during 1912, by 
H. R. M. Landis, M.D. It will be recalled 
that the object of “Progressive Medicine” 
is to provide the medical and surgical prac- 


titioner with a critical story of advances. 
made in the different departments of medi- 
cine each year. 


A Synopsis oF MEpICAL TREATMENT. By George: 
Cheever Shattuck, M.D. W. M. Leonard, Bos- 
ton, 1912. 

In a small flexibly bound book of sixty 
closely-printed pages, every left-hand page 
being blank for notes, Dr. Shattuck has pre- 
sented exactly what the title of his little 
book indicates. As he says in the preface, 
his work represents an attempt to offer 
clearly and concisely sound principles of 
treatment based on known pathology. The 
methods he describes are selected from. 
those which have been used in the Massa- 
chusetts General Hospital or in private prac- 
tice, usually by men who are considerably 
his seniors. ‘The book is designed chiefly- 
for use by the students of the Harvard 
Medical School, who are evidently expected: 
to enter their notes upon the blank left-hand 
pages to which we have referred. 

Any volume in which the text is so con- 
densed and boiled down as it is in this one 
scarcely permits a review. There are, how- 
ever, a good many excellent recommenda- 
tions which every student should take to. 
heart and many practitioners as_ well;. 
amongst others, “before prescribing a drug,. 
let the indications for its use be clear.” To 
those teachers who wish a little syllabus to. 
help their students in studying larger books. 
dealing with pharmacology and therapeutics. 
we would advise the purchase of Dr. Shat- 
tuck’s compilation. 


Tue Mopern MATERIA MeEpica, Third Edition, 
Revised and Enlarged. The Druggists’ Cir- 
cular, New York, 1912. 

The object of this little volume is to de- 
scribe the source, chemical and physical 
properties, therapeutic action, dosage, anti- 
dotes, and incompatibles of all additions to. 
the newer Materia Medica that are likely 
to be called for on prescriptions, together 
with the name and address of the manu- 
facturer or proprietor, and, in the case of 
foreign articles, of the American agent. It 
is evident, therefore, that it will prove a 
useful reference book for both druggists. 
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and physicians, particularly for the physi- 
cians who provide their own drugs. 


SexuAL ImpoTENcE. By Victor Vecki, M.D. 
Fourth Edition, Enlarged. W. B. Saunders 
Company, Philadelphia and London, 1912. 
The frequency with which new editions 

of this book are called for proves that the 

teaching that is embodied has been accepted 
as rational, and also suggests that the ex- 
treme frankness with which sexual matters 
are discussed may have stimulated to pur- 
chase a class of readers whose whole inter- 
est is not centered in the healing art. There 
is running through the book a pleasant hu- 
mor that smacks of scholarship and a fun- 


damental sound common sense. Anatomy 
of the Sexual Organs, Physiology of the 
Sexual Act, Etiology and Forms of Impo- 
tence, Diagnosis, Prognosis, Prophylaxis 
and Treatment—these are the headings of 
chapters which constitute always entertain- 
ing and often highly instructive reading. 
There is under the heading of Prophylaxis a 
powerful arraignment of modern methods 
of treatment, which this author holds do in- 
finitely more harm than good. Yohimbin 
is rejected entirely, nor is good to be de- 
rived from lecithin preparations. Hydro- 
therapy and electricity receive considerable 
commendation. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





The news of the death of Mr. Whitelaw 
Reid was received with universal regret in 
this country. It is no new thing to say that 
Mr. Reid was persona grata with us, for 
that has almost invariably been the case 
with the American Ambassadors to the 
Court of St. James, but your late represen- 
tative made himself more than usually pop- 
ular by his winning personality, and he 
commanded respect by the excellence of his 
literary attainments. Certainly no previous 
American Ambassador in this country has 
left behind him a more honored memory. 

The statistical report issued by the Di- 
rector-General of the Medical Department 
of the Navy shows that a continuous im- 
provement in the general health of the fleet 
has taken place during the past five years. 
The tables given show that in spite of im- 
provement the East Indian stations are the 
unhealthiest in the service. A large number 
of the permanent invalidings were due to 
tuberculosis, for out of a total of 286 cases 
of this disease there were 38 deaths and 237 
invalidings. The highest ratio occurred 
among the ships’ cooks. On the North 


American station there was an increase in 
the cases of malaria, due to the landing of 
armed parties in Honduras to protect Brit- 
ish interests during the revolution. One 
extraordinary accident cost the lives of 
three men. Two of the men were at work 
in the port lower provision room when 
they became asphyxiated by carbon dioxide. 
The third man who went to their rescue 
was also ove~-ome. The medical officer 
suggested that as there were 130 bags of 
potatoes in the provision room, the accumu- 
lations of poisonous gas were due to the 
vegetables germinating. 

The question of prison reform is one that 
is exciting considerable interest at the pres- 
ent time. At a recent meeting of the Na- 
tional Union a speaker declared that we 
needed medical psychologists at the head 
of our prisons as we had at our asylums. 
Another suggestion was that the status of 
warder and wardress should be so improved 
that the profession would become as hon- 
o-ed as that of a nurse. In the meanwhile 
a serious mutiny at the new “hotel” prison 
for habitual prisoners at Parkhurst gives a 
rather unfavorable side-light on the new 
methods of prison reform. The mutiny 
was caused by quite trivial complaints—in- 
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deed, in one of the questions asked in Par- 
liament on the subject, a member wished 
to know if it were true that one of the com- 
plaints was that when the prisoners rang 
for hot shaving water the bells were not 
answered at once. 

Mr. Andrew Carnegie has made a splen- 
did gift of new pharmacological labora- 
tories to University College. These were 
recently opened by the President of the 
Royal College of Physicians. The labora- 
tories will be used for purposes of research 
as well as for teaching students, and an- 
other important department will be the 
standardizing of drugs. Hitherto there has 
been a distinct lack in London of an insti- 
tution where the direct effects of new and 
rare drugs could be tested and standardized. 

His Majesty the King has sent a dona- 
tion of £100 to the funds of the London 
School of Tropical Medicine, and _ this 
token of interest and approval has encour- 
aged the Council to make a renewed effort 
to secure the £100,000 they asked for some 
time ago in order to place the school on a 
sound financial basis. This school owes its 
inception to Mr. Joseph Chamberlain, 
and it has already done valuable work in 
training men for the tropics and carrying 
out research work on tropical diseases. 

The Royal Society of Medicine held a 
series of evening “at homes” at the end of 
last month at its splendid new house in 
Wimpole Street. The functions were some- 
thing in the nature of a housewarming, and 
hospitality was extended to any member of 
the medical profession who cared to be 
present. Among other exhibitions of inter- 
est, the epidiascope was probably the best 
patronized. Now that the society has 
found a suitable and dignified home, its in- 
fluence and usefulness should become, more 
than ever, apparent. 

This week may see the end of the lengthy 
discussions between the Chancellor of the 
Exchequer and the medical profession as to 
terms for working the Insurance Act. Mr. 
Lloyd George has offered his final terms, 


and no further improvement can be hoped 


for by negotiations. At the present mo- 
ment doctors are choosing their delegates 


for a final representative meeting, and al- 
though the voting is strongly for a refusal 
of the terms, the matter cannot be settled 
until this meeting takes place. At the 
eleventh hour a new Practitioners’ Associa- 
tion has been formed of doctors who are 
willing to work under the Act. If this new 
body gains sufficient support there is no 
doubt that limited panels will be formed in 
most districts by January 15, the day on 
which the medical benefits fal! due. The 
position is a difficult one, as although the 
Chancellor has not conceded all that was 
asked of him, yet the present terms are a 
considerable improvement on those orig- 
inally offered. 

The influence of the Insurance Act is 
already making itself felt in more ways 
than one. King Edward’s Hospital Fund 
announce a drop in their income during the 
past twelve months of £50,000, and it is 
safe to say that a considerable portion of 
this decrease may be put down to the extra 
payments required from employers and em- 
ployed. This decrease is the more remark- 
able as it is the first check which has oc- 
curred in the steady rise of income since 
1904. Another direct result of the work- 
ing of the Act has been an enormous in- 
crease in the numbers of trade unionists. 
The union of shop assistants has increased 
its membership nearly four times. Each 
trade union runs its own approved society 
for insurance under the Act, and it appears 
that about 90 per cent of those who joined 
the approved society for insurance have 
joined their trade union also. A sugges- 
tion has been made that fresh coinage 
should be struck to facilitate the payment 
of wages after the insurance contributions 
have been deducted. It is suggested that 
either a nickel eightpenny or twopenny 
piece should be minted, to obviate the 
handling of large numbers of coppers on 
pay-day. 

The annual report of the Local Govern- 
ment on Public Health is somewhat alarm- 
ing, as it shows that the death-rate is over- 
taking the birth-rate, and that some day in 
the dim future the population of these 
islands may become extinct. It is pointed 
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out that it is unlikely that the death-rate 
will decline much further, whereas unless a 
change in the social outlook occurs there is 
likely to be a further considerable fall in 
the birth-rate. One cheering fact in the 
report is that the rate of infant mortality 
has declined 16 per cent in the past ten 
years. The most remarkable fall in dis- 
ease mortality has been that of enteric 
fever, which shows a decline of 60 per cent 
in the last decade. It is a noticeable fact 
that this disease is seen far less frequently 
in the hospitals than was the case a dozen 
years ago, and present-day students have 
very little opportunity of studying the clin- 
ical aspects of this infection, formerly so 
prevalent. 





PARIS LETTER. 





BY CHARLES G. JARVIS, M.D. 





By the death on October 27 of Dr. Paul 
Segond, Professor of Clinical Surgery in 
the University of Paris, French surgery has 
lost one of its most brilliant exponents. Not 
that he wrote much, but he was a splendid 
speaker and an operator of great skill and 
of much resource. His operating theater at 
the Salpetriere was thronged every morning 
with doctors from all parts of the world; 
they will long remember his forcible and 
charming personality. 

Thus another surgical chair is vacant at 
the University, the third in a few months. 
The first two vacancies have just been filled. 
Dr. Lejars succeeds Professor Lannelongue 
in the chair of Surgical Pathology, and Dr. 
Legueu takes the place of Professor 
Albarran at the head of the world-famed 
clinic of urinary surgery at Hopital Necker. 
These appointments have met with universal 
approval at the hands of the students and 
of the medical profession in Paris. 

The Council of the Medical Faculty have 
decided to institute a chair of “Phthisiol- 
ogy.” The incumbent, who has not yet 
been appointed, will be expected to devote 
all his time and energies to the pathology, 
diagnosis, and therapeutics of tuberculosis. 


He will receive an annual salary of $5000— 
which is just double the highest sum al- 
lotted to any chair—but he will not be 
allowed to engage in private practice. The 
laboratories attached to the chair will be 
installed with every modern improvement 
in the gardens of Hopital Cochin. 

Absinthe, as every one knows, is the 
favorite “appetizer” of the French bour- 
geois and artisan classes, and is responsible 
for most of the cases of insanity, tuber- 
culosis, and hepatic cirrhosis to be met with 
in the asylums and hospitals here. In 1882 
the consumption of this liquor amounted to 
5,000,000 liters. In 1900 the amount had 
risen to 24,000,000 liters. Then the tax on 
alcoholic drinks (220 francs per 100 liters) 
lowered the figures to 17,000,000 in 1910. 
These statistics have just been published by 
the Revue d’Hygiene. It is a noticeable 
fact that in wine-growing countries absin- 
the is always much in demand, whereas the 
other alcoholic drinks are much less in 
favor. In the district of Marseilles the 
average consumption of absinthe per head 
amounts to two and a half liters per annum. 
These appalling figures explain why the 
first article in the French crusade against 
tuberculosis is the voting of a prohibitive 
tax on absinthe. Unfortunately, among the 
most influential electoral agents are to be 
found the absinthe dealers, the so-called 
“marchands de vins,” and it is hardly con- 
ceivable that a majority will ever be found 
in the French Parliament to hinder them 
or to diminish their numbers. 

Meanwhile laudable efforts are being 
made by the government to ameliorate and 
protect the health of the public. A bill has 
just been submitted to Parliament by the 
Minister of the Interior with a view to com- 
bating more effectually the spread of con- 
tagious diseases, tuberculosis especially. In 
view of the violent opposition of the med- 
ical profession to compulsory notification of 
tuberculosis, the minister has decided that 
such notification would remain optional, but 
that in all cases of death from any conta- 
gious disease, including tuberculosis, disin- 
fection of the dwelling would be obligatory. 
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Another article in the decree is worthy of 
note: it stipulates that all foreigners com- 
ing to reside in France will be compelled to 
be vaccinated unless they can adduce proof 
that they have recently undergone vaccina- 
‘tion. In connection with these measures 
concerning public health it may be men- 
tioned that severe precautions are being 
taken against the possible importation of 
cholera, which has broken out in the district 
of Constantinople. 

Another instance of the government’s 
care for the welfare of the nation is the 
institution of a “Committee on Depopula- 
tion.” For the population of France is 
steadily decreasing in a most alarming man- 
ner, and the newly appointed committee will 
have to study the best means of remedying 
this state of affairs. It is regrettable that 
so many people have been appointed to 
serve on this committee (more than a hun- 
dred members!). If it be true that the 
more numerous is a committee the less work 
it accomplishes, it is to be feared that noth- 
ing will come of this one, although it num- 
bers some of the most eminent men in all 
branches, including several medical men of 
the highest standing. It is true to say that 
the problem is a very complex and difficult 
one—and it will be hard to change the atti- 
tude of the French paterfamilias who does 
not believe in large families. It is interest- 
ing to note that not one woman has been 
appointed to the committee, yet it would 
seem only fair that wives and mothers 
should have a say in the matter. 

In connection with the war in Eastern 
Europe, a committee has been formed, con- 
sisting of several professors in the Univer- 
sity, for the purpose of sending surgical aid 
to the ambulances in Constantinople. They 
are sadly in need of help, and a batch of 
voluntary helpers has already been de- 
spatched, headed by three internes drawn 
from the surgical services of the Paris hos- 
pitals. A second detachment will shortly 
be sent to Turkey. 

On the other hand, the Greek government 
has asked Professor Monprofit (of Angers) 
to organize the ambulances of the Hellenic 


Red Cross, and this surgeon (who, by the 
way, is a member of Parliament) has just 
left for Salonica, there to start on his labors. 

A Museum of Hygiene, organized by the 
city of Paris, was opened on November 6 
by the Minister of the Interior. It com- 
prises several sections concerned with urban 
and rural hygiene, sanitation of dwelling 
houses, etc. It is destined to serve as an 
object-lesson not only to medical students 
but also to the public, and a series of popu- 
lar lectures and demonstrations will be 
given in the museum. 

A rather interesting case from a profes- 
sional standpoint has just been decided in 
the law-courts here. A surgeon in one of 
the hospitals was about to operate on a man 
for appendicitis. He had already cleansed 
the skin with ether and alcohol, when he 
decided to destroy by cauterization a pus- 
tule of acne situated in the field of opera- 
tion. As he was about to apply the thermo- 
cautery, some remains of the alcohol that 
had run into the fold of the groin took fire 
and the patient was rather severely burnt. 
Hence the action for damages, which was 
successful, as the judges ordered the sur- 
geon to pay $3000 damages to his victim. 

There is a growing tendency on the part 
of the poorer class of patients to sue their 
physician or surgeon if anything goes 
wrong. In this they are aided and abetted 
by a number of solicitors of a shady type 
who invariably uphold the claim even when 
it is obviously absurd. The result is that 
now most of the French doctors are insured 
against actions of this kind. For eight dol- 
lars a year special insurance companies de- 
fend medical men in court and pay the dam- 
ages, if any, to the amount of $20,000. 
Higher premiums naturally cover larger 
damages. But it is not pleasant for sur- 
geons or physicians of eminence to find 
their names in the daily papers, which are 
always on the lookout for cases of this kind. 
If the present tendency is not checked it is 
to be feared that medical men will seek 
more and more to avoid responsibilities in 
difficult cases where active interference is 
not peremptorily called for. 











